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a new 


adrenolytic and sympatholytic vasodilator 
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PRISCOL 


ec 


. . a valuable adjunct to the treatment of peripheral 


x1 


vascular disease.’ 


Priscol hy drochloride, administered either orally or paren- 
terally, counteracts the constrictive effect of epinephrine 
like substances which are formed at the vascular myo- 
neural junction. 


Priscol therefore produces circulatory improvement in 
many cases of Raynaud's disease, Buerger’s disease, dia 
betic gangrene, and arteriosclerotic peripheral vascular 
disease. 

Patients should be closely observed until optimal dosage is 
established since paradoxical effects or orthostatic hypo- 
tension may occur. 

ts of 25 mg.; bottles of 100 and 1000. 

10 cc. Multiple-dose Vials, each cc. containing 25 mg. 


K. S., Marzoni, F. A., Reardon, M. J nd Hendrix, J. P.: 





@ Complete information may be obtained from 


CiBA PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 


Ciba 


PRISCOL (brand of benzazoline) Trade Mark Reg. U.S. Pat. Off. 





















1000 ce. flasks 
500 cc. flasks 
125 cc. flasks 
for hospitals 


The function of Amigen and Protolysate 


; is to supply the amino acids essential 
1 LITER 000 cc.) ‘ 


IN ce . AMIGEN 5% 
N85 DEXTROSE SOLUTION 


bites egies yo 
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| Soe & percent | than one infusion. ° ie # 
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for nutrition. Both can be given in place 
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of proteinwhen protein cannot be eaten 
or digested, or in addition to protein 
when the protein intake is insufficient. 
Administered in adequate amounts, 
they prevent wastage of protein, restore 
previous losses, or build up new body 
protein. 
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MEAD JOHNSON & CO. ff 
EVANEVILLE, IND, USA ag 













PROTOLYSATE 


For Oral Administration 
- try enzymic digest of casein containing amine 
Stids and polypeptides, useful as a source of read- 
ily absorbed food nitrogen when given orally e5 
by tube. Protolysate is designed for administt® 
in cases requiring predigested protein- = 
Sede of administration and the amount ( 
tiven should be prescribed by the physici# 






Like Amigen, Protolysate is an enzymic 
digest of casein and consists of amino 








acids and polypeptides. Like Amigen, 
MEAD JOHNSON & CO. 


EVANSVILLE, IND., U.S.A 


Protolysate supplies the nitrogen es- 
sential for maintenance, repair and 
growth. 
Unlike Amigen, which may be em- 
ployed both orally and parenterally, 1 Ib. cans at drug stores 
Protolysate is designed only for oral 


use. 
MEAD JOHNSON & CO., EVANSVILLE 21, INDIANA 


There is no shortage now of AMIGEN for parenteral use. There is no shortage now of PROTOLYSATE for oral use. 
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kind...for ‘B’ therapy 


Now... with the addition of ‘Beminal’ fortified with Iron, Liver and 
Folic Acid...the ‘Beminal’ family offers six distinctive forms and 
potencies. ‘Beminal’ fortified with Iron, Liver and Folic Acid will 
prove especially suitable in the prevention and treatment of iron- 
deficiency anemias, certain macrocytic anemias, and as adjunctive 
therapy in pernicious anemia. Beginning with the newest member, ' 
the following are the six dosage forms and potencies now available: 


1. ‘Beminal’ fortified with Iron, Liver and Folic Acid (Capsules) no. 821 
. ‘Beminal’ Forte with Vitamin C (Capsules) no. 817 

3. ‘Beminal’ Forte Injectable Dried no. 495 

4. Beminal’ Granules no. 925, 

5. ‘Beminal’ fortified with Iron and Liver (Capsules) no. 816 

6. ‘Beminal’ Tablets no. 815, 


LX) 


Ayerst, McKenna & Harrison Limited 22 East 40th Street, New York 16 
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an aqueous solution of 
fat-soluble and 
water-soluble vitamins 

for intramuscular injection* 








Each 2 cc. ampul provides 
in aqueous solution: 


Vitamin A—10,000 U.S.P, Units 


S| 


Vitamin D —1,000 U.S.P. Units. 


Thiamine HC! (B,)—10 mg. 

_ Riboflavin (B.)— 1 mg. 
Pyridoxine HCI (B,)— 3 mg. 
Niacinamide—-20 mg. 

Ascorbic Acid (C)—50 mg. 
Alpha-Tocopherol (E)— 2 mg. 


for intramuscular injection 


1. Ready to inject—no mixing, 
no diluting, no heating. 


2. Free from local irritation, characteristic 
of parenteral oil solutions. 


*special process developed in 
U. S. Vitamin Corporation research laboratories 
and protected by U. S. Patent No. 2,417,299. 


e e e 
u. S&S vitamin corporation 
casimir funk laboratories, inc. (affiliate) 
250 E. 43rd Street @ New York 17, N.Y. 
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SUSTAINED HYPNOSIS 
NEED NOT BE DELAYED 


Fast-acting barbiturates have an effect of short duration; 


those which act more slowly are more prolonged in effect. 


Pulvules Tuinal combine the rapid action of ‘Seconal 
Sodium’ (Sodium Propyl-methyl-carbinyl Allyl . 
Barbiturate, Lilly) with the moderately sustained 
effect of “Sodium Amytal’ (Sodium Iso-amyl Ethyl 
Barbiturate, Lilly). 


The two barbiturates in Pulvules Tuinal assure a rapid 


onset of hypnosis or sedation plus a moderate duration. 


Tuinal is supplied as Pulvules Tuinal, 3/4 grain 
(0.05 Gm.), 1 1/2 grains (0.1 Gm.), and 3 grains 
(0.2 Gm.), in bottles of 100 and 1,000. 


ELI LILLY AND COMPANY 


INDIANAPOLIS 6, INDIANA, U.S. A. 
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Significant Chnical Results 
in Certain Allergic Disorders 


Extensive clinical investigation has established that: 


+k Neo-Antergan produces EFFECTIVE SYMP- 
TOMATIC RELIEF in a high percentage of 
patients with certain allergic manifestations. 


% This remarkably efficient histamine an- 


tagonist possesses a WIDE MARGIN OF 


SAFETY. 


% Patients who fail to respond satisfactorily to other therapeutic 
methods may receive effective symptomatic relief from Neo-Antergan. 


The majority of patients readily tolerate the 
average therapeutic dose of 50 mg., two to 
four times daily. In some cases, 25 mg., two 
to four times daily, will afford appreciable 
symptomatic relief with minimal side effects. 
Side reactions, when they occur, have been 
found to be generally mild and transient. 


Discontinuance of treatment has been nec- 
essary only in approximately 1¥%4 per cent 
of patients. 


Your local pharmacy stocks Neo-Anter- 
gan in 25-mg. and 50-mg. tablets, supplied 
in packages of 100 and 1,000. 


INDICATIONS: way FEVER + PRURITUS + URTICARIA «© VASOMOTOR RHINITIS + ATOPIC DERMATITIS 


ECZEMA © 


ALLERGIC DRUG REACTIONS 


° and certain other allergic disorders. 


NEO-ANTERGAN “uacesc: 


MERCK & CO, It 


Manufacturing Chem 


RAHWAY, N. 


(Brand of Pyranisamine Maleaté) 
(N-p-methoxybenzyl-N’, N‘-di- 
methyl-N-a-pyridylethylene- 
diamine maleate) 
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ASM «: smoorn MUSCLE 





TRASENTINE-PHENOBARBITAL 


RELAXES 





Trasentine acts selectively on the smooth muscle “receptive 
substance” associated with parasympathetic nerve endings in the 
abdominal viscera—a fact that explains the relative 

absence of those side effects so often produced by atropine or 
belladonna. The neuro-musculotropic action of 

Trasentine is enhanced by the mild sedative effect of 


phenobarbital. 


Trasentine-Phenobarbital tablets contain Trasentine 50 mg. 
with phenobarbital 20 mg. 

e Trasentine is also available without phenobarbital in tablets of 75 mg., 
suppositories of 100 mg., and ampuls of 50 mg. 


Ciba 


TRASENTINE (brand of adiphenine) Trade Mark Reg. U.S. Pat. Off. 


® CIBA PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 
2/1376M 














leaf and 
linctures 
digitalize in Spprox 
i Digitaline 
‘ The Nativelle 
digitalizes IN approx 


6 hours 
| 





Long and Short 
of digitalis therapy! 





With Digitaline Nativelle, cardiotonic * DIGITALIZATION 
influence usually becomes apparent 

within three hours. Full digitalization can - 

be accomplished as rapidly as six hours 


—instead of in days! 


Only such effectiveness brings the patient 

the desired, quick relief of air hunger 

and discomfort—and with virtual freedom , 
from side effects. The physician will welcome 

the ease of administration as well as the 


considerably greater accuracy in therapy. 


Simplicity of administration .. . 


RAPID DIGITALIZATION ... 1.2 mg. in equally 
divided doses of 0.6 mg. at three-hour intervals. 


MAINTENANCE... 0.1 or 0.2 mg. daily 


depending upon patient’s response. 


CHANGE-OVER...0.1 or 0.2 mg. of Digitaline 
Nativelle may advantageously replace 
present maintenance dosage of 0.1 gm. or 
0.2 gm. of whole leaf. 


Current references and comprehensive brochure 
“Management of the Failing.Heart” available 





= on request, Also, if you wish, we will send 

DIGITALIZATION a full digitalizing dose. Simply address 
Research Division, Varick Pharmacal Company, 
75 Varick Street, New York 13, N. Y. 


Digitaline Nativelle 


...active glycoside of digitalis purpurea (digitoxin) 




















A NEW, SUPERIOR 
__ INTACT PROTEIN- CARBOHYDRATE 
ee ee cee 








why do patients cooperate ¢ 


BECAUSE Protinal Powder is so delicious, patients actually 
look forward to taking it. They prefer its delicately 
sweetened flavor and appetizing consistency, and continue 
to enjoy taking adequate amounts to maintain a normal 
nitrogen balance. 

Furthermore, Protinal Powder mixes far more readily 
with water, milk or other foods than do ordinary granule 
preparations and is digested rapidly and completely. 

Protinal Powder supplies all of the protein components 
necessary to maintain life and growth. An invaluable 
therapeutic agent to insure a normal rate of tissue growth 
and repair in infectious diseases, convalescence, pregnancy, 


lactation, anemia, hemorrhages, surgery; in pediatrics and 


geriatrics. 
TASTE Average Dose: 2 tablespoonfuls 3 or 4 times 
SAMPLES daily in water, milk or other food. Protinal 
AVAILABLE Powder is available in 8 oz., 1 Ib. and 5 Ib. 


UPON REQUEST bottles (chocolate or vanillin flavored). 


NATIONAL 


THE NATIONAL DRUG COMPANY, PHILADELPHIA 44, PA. 


PHARMACEUTICALS, BIOLOGICALS, BIOCHEMICALS FOR THE MEDICAL PROFESSION 
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ADVANTAGES FOR YOUR PATIENT 
aqueous » yet only 1 injection a day 
aqueous » minimal pain ... no oil—no wax 
aqueous » prolonged therapeutic blood levels 
ADVANTAGES FOR YOU 
aqueous » easily suspended . . . stable for 21 days under re- 
frigeration, or a week at room temperature, with 
no significant loss of potency. In powder form— 
stable for a year. 


aqueous » syringe and needle need not be dry; needle block- 
age minimized. 


aqueous » syringe and needle easily cleaned. 


E- y | | ' 
Squibb Procaine Penicillin for aqueous injection 


a dry powder for the preparation of an aqueous suspension 


> single-dose vials of 300,000 units with and without diluent 
> multiple-dose vials of 1,500,000 and 3.000.000 units 


SQUIBB \ LEADER IN PENICILLIN RESEARCH AND MANUFACTURE 
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Whatever the mystic significance forn?s 


attributed to this astronomical interrelat 


endocrine therapy — the use of the male hormone 
in the treatment of female disorders. The antiestrogenic 
action of the male hormone including its inhibiting 
effect on the uterine musculature facilitates control 


of gynecologic disturbances. 


ORETON-M 


eras USE. 5 tablets 


are effective — by mouth — in the management of 


dysmenorrhea and premenstrual distress, functional 
uterine bleeding and the menopause. In the puerperal 
patient OrETON-M* relieves breast engorgement, abolishes 


after-pains and inhibits lactation. 


SAGE: Dysmenorrhea and premenstrual distress — Three 
10 mg. tablets or one 25 mg. tablet daily for 10 days preceding menses. 
Functional uterine bleeding = Three 25 mg. tablets every 
other day for 3 or 4 doses to control bleeding. Menopause — One 10 mg. 
tablet or more daily. Breast engorgement Three 10 mg. tablets 
daily for 2 or 3 days, while continuing nursing. After-pains — Three 10 mg. 
tablets at end of labor, repeating in 8 hours if necessary. 
Inhibition of lactation Three 25 mg. tablets twice daily 


for 2 days, beginning immediately postpartum, 


Oreton-M Tablets of 10 mg. in boxes of 15, 30 and 100; 


or 25 mg. in boxes of 15 and 100. 


*® 


CORPORATION +» BLOOMFIELD, NEW JERSEY 


IN CANADA, SCHERING CORPORATION LIMITED, MONTREAL 
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Thiamine therapy too often cuts two ways. Even as it rectifies thiamine 
deficiency, it can precipitate other B factor deficiency diseases.! 


Solu-B* affords balanced, high potency, multiple (5) B vitamins to meet 
the most exacting needs of parenteral B vitamin therapy. 
1. Editorial: J. A. M. A. 129:74 (Sept. 1) 1945 


IN A SINGLE VIAL SOLU-B)  SOLU-B 5X THE PACKAGE: 

Thiamine Hydrochloride.......:...... 10 mg. 50 mg. Solu-B with Distilled Water. In 
Riboflavin eet ter rnemry |i) 50 mg. boxes of five vials Solu-B with 
Pyridoxine Hydrochloride............. 5 mg. 25 mg. five 5 cc. ampoules of Sterile 
Calcium Pantothenate cies ae 250 mg. Water for Injection. 
PROORIDOINIGG. 3... - ac econsvocsseices 250 mg. 1250 mg. 


Solu-B (Plain). In boxes of 


twenty-five vials. 


Solu-B 5X. Each vial is accom- 


panied by one 30 cc. vial of Sterile 

0 U co Water for Injection. 
Solu-B with Ascorbic Acid. In 
boxes of five vials Solu-B with 
five 5 cc. ampoules Ascorbic Acid 


500 mg. 


fine pharmaceuticals since 1886 


Upjohn 





ALAMATOO 99, MICHIGAN 


* Trademark, Reg. U.S. Pat. Off 





Oyrup 
CHOLINE 





Presenting the equivalent of 12.5 per 
cent choline base or 14.4 per cent 
choline chloride, Syrup Choline Bi- 
carbonate-C.S.C., an entirely new 
choline preparation for therapeutic 
use, permits effective dosage in the 
treatment of fatty infiltration of the 
liver and portal cirrhosis. Because the 
bicarbonate salt of choline is unusually 
well tolerated, administration in the 
recommended quantity—6 to 7 Gm. 
daily—rarely produces gastric distress 
or nausea. Choline therapy, combined 
with a dietary high in carbohydrate, 
complete protein and B complex vita- 
mins, may reverse the process of lipid 
deposition in the liver, and forestall or 
prevent the otherwise inevitable final 
stage of cirrhosis. Syrup Choline Bi- 
carbonate-C.S.C., available on pre- 
scription at all pharmacies, is the most 
economical choline preparation on the 
market today. 


BICARBONATE 





C30. fhawnacenticats 


A DIVISION OF COMMERCIAL SOLVENTS CORPORATION © 17 EAST 42nd STREET # NEW YORK 17.N.Y. 
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MEAT... 


And the Nutritional Significance of Fat | 


The all too prevalent practice of trimming the fat from 


many meat cuts and discarding it not only represents unneces- 
sary economic, but also nutritional, waste. Fat is nutrition- 
ally valuable for several reasons, some of them well known, 
some only recently appreciated. 

The fat of meat is an outstanding source of caloric food 
energy, small in bulk and low in moisture. It carries im- 
portant fat-soluble vitamins, is well digested and absorbed, 
and endows the meal with satiety value making for real 
satisfaction. Meat fat furthermore contains certain unsat- 
urated fatty acids which appear to play a significant and ‘ 
essential part in skin metabolism. Fat also exerts a sparing 
effect with regard to B complex vitamins. 

Recent evidence’” indicates that the presence of fat in 
a mixed dietary considerably decreases the specific dynamic 
effect of the three basic nutrients, thus promoting optimal 


utilization of the protein ingested. 





This survey of the nutritional significance of fat again 


emphasizes the valuable role of meat fat in the daily dietary. 


1Forbes, E. B., and Swift, R. W.: J. Nutrition 27:453 
(June) 1944. ? Forbes, E. B.; Swift, R. W.; Elliott, R. F., 
and James, W. H.: J. Nutrition 31:203;213 (Feb.) 1946. 


The Seal of Acceptance denotes that the nutri- Jo. 
° ° ° ° rd CEPT 
tional statements made in this advertisement ‘[Baameo| 
are acceptable to the Council on Foods and Ba worairion 2 
Nutrition of the American Medical Association. * ##iai | 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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EFFECTIVE URINARY ANTISEPSIS 
settaoue OCCURRENCE OF 
DRUG-FASTNESS 


MANDELAMINE 


REG. U. S. PAT. OFF. 
Brand of Hexydaline 
(Methenamine Mandelate) 


Clinicians recognize that the value of many otherwise 
effective antibacterial agents is limited by the poten- 
tial development of drug-fastness. 


MANDELAMINE* therapy is conspicuously free of this 
disadvantage!:*—a feature that is especially welcome 
when therapy is prolonged or must be repeated. MAN- 
DELAMINE exhibits a broad range of therapeutic activ- 
ity, is well tolerated, and is virtually nontoxic in rec- 
ommended doses. 





MANDELAMINE offers these 6 outstanding advantages: 


1. No gastric upset 4. No fluid regulation—no 

2. Wide antibacterial range dietary restriction 

3. No accessory acidification 5, No danger of drug-fastness 
(except when urea-splitting 6, Simple oral dosage—8 or 4 
organisms are present) tablets three times a day 


Suppuiep: Enteric-coated tablets of 0.25 Gm. (3% grains) 
each, in packages of 120 tablets sanitaped; bottles of 500 
and 1,000 tablets. 


*MANDELAMINE is the registered trademark of Nepera Chemical Co., 
Inc., for its brand of Hexydaline. 


1. Duca, C. J., and Scudi, J. V.: Proc. Soc. Exper. Biol. & Med. 
66: 123 (1947). 
2. Scudi, J. V., and Duca, C. J.: J. Urdl. (to be published ). 


NEPERA CHEMICAL CO., INC. 


Manufacturing Chemists 


NEPERA PARK YONKERS 2, N. Y. 





15A 





Ferrous sulfate is 
a (=Yot=) a 6 0.<-) hance) Mol UMD hcoyel o}d-s oleh dol stey st: 


Kol o} cofoht(ol- We (ol-jngtombhagtcotsle): ana 





Albrecht, F. K.: Modern Management in Clinical Med- 
icine, Baltimore, Williams and Wilkins Co., 1946. 


In iron-deficiency anemia, iron, and iron alone, & 
is specific. Feosol Tablets and Feosol Elixir 

contain adequate dosage of ferrous sulfate— 

grain for grain the most effective and, 


according to many investigators, 


the least irritating form of iron. 


Smith, Kline & French Laboratories ' Philadelphia 
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The standard forms of iron therapy 


































Were this serious indictment of 
four out of five menus based on sup- 
position it might well be questioned. 
However, it is not conjecture, but has been 
arrived at by analysis of recorded diets of 3336 
persons as well as by actual chemical assay of the dietaries of 71 persons. In summing 
up the study the authors state: “Any conclusions as to the deficiencies present, when 
drawn from the analysis of the food of the test group, may be regarded as con- 
servative in relation to the nation as a whole.” 





However, poor selection in the choice of food is only one factor contributing to this 
situation. The vitamin content of many foods as prepared for consumption is often 
considerably less than the vitamin content when first produced. 


Handling of vegetables and fruits in picking, storing, packing and shipping fre- 
quently sealed vitamin content. As much as eighty per cent of ascorbic acid and 


ninety per cent of thiamine may be lost through overcooking or prolonged soaking. 


While careful selection and preparation of vitamin-rich foods will offset some of the 
hidden factors operating to curtail adequate vitamin intake, the more practical 
physician will wish to supplement those diets which possibly may be faulty. 


. ao 
| 
pea 
{ i 


More than thirty-one years’ experience in discovery, standardization and develop- 





ment lies behind the Parke-Davis vitamins the physician prescribes today. Whenever 
oral or parenteral vitamin therapy is indicated, one or more Parke-Davis prepara- 
tions can be readily selected to fit individual needs. 


*Lockhart, E. E.: Harris, R. S.; Tapia, E. W.; Lockhart, H. S.; Nutter, M. K.; Cc A My 
Tiffany, V., and Nagel, A. H.: J. Diet. Assn. 20:742 (Dec.) 1944. % 
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One of the chief causes of distress 
in liver, gallbladder and _ bile 
tract disturbances is impaired 
fat digestion, resulting in flatulence, upper abdominal discomfort, 
steatorrhea, constipation and related symptoms. 


Of considerable importance also is the interference with absorption 

and utilization of iron, calcium, and fat-soluble vitamins—D, E, K 
and Carotene—leading to well-known deficiencies in these essen- 
tial dietary factors. 


Degalol—chemically pure deoxycholic acid—provides Nature’s 
emulsifier to facilitate fat digestion and absorption. 


In the presence of lipase (which is rarely absent), one or two 

tablets of Degalol t.i.d. usually suffice to reduce appreciably 
the symptoms of impaired fat digestion and to allow for ab- 
sorption of ingested fat-soluble vitamins. 


Supplied in tablets of 
11% gr., boxes of 100. 





REG. U.S.PAT. OFF. 


Len AMES COMPANY, Ine. 


ELK HART, INDIANA 
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a diuretic of choice 


©€ The mercurials are so often effective that other diuretics are 
being used less and less. This is especially true of the formerly 
popular xanthin derivatives ... [which] often fail.??! 


®* During the past decade or so mercury diuretics have come 
into use and to a large extent are superseding those just men- 
tioned [theophylline, theobromine sodium salicylate, amino- 
phyllin].?? 


®®In recent years the xanthine derivatives have been used but 
seldom as diuretics as a result of the introduction of the more 
effective mercurial diuretics.??3 


MeERCURYDRIN * 











(\ 


well tolerated locally, a diwelic of chotce 


embodies the merits which have led to the concurrence of authoritative 
opinion on mercurials in modern diuretic therapy. Mobilization of 
water-binding sodium, withdrawal of edema fluid and increase .of 
urine volume check tissue inundation as shown in a recent study with 
radioactive sodium and MERCUHYDRIN.’ 


Clinical efficacy is augmented by suitability for intramuscular injec- 
tion.” The convenience and safety’ of this mode of administration 
facilitate the recommended frequent-dosage schedules’ of modern 


diuretic therapy. 
MERCUHYDRIN (meralluride sodium solution) is available in 1 cc. and 2 cc. ampuls. 
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A QUANTITATIVE STUDY 
OF DIET IN THE AGED* 


Henry A. Rafsky, M.p., F.a.c.p. and 
Bernard Newman, CH.E., M.S. 


THE present study comprises part of a larger series of investigations in 
the nutrition of the normal aged individual. In previous articles, we re- 
ported the fact that there is a tendency to what may be termed “bio- 
chemical avitaminosis” in aged persons.’ By the term, “biochemical avita- 
minosis,” is meant laboratory findings of avitaminosis without clinical 
evidence of deficiency disease. This phenomenon was reported in studies 
on ascorbic acid,’ nicotinic acid and its relationship to porphvrinuria,° 
thiamin* and its relationship to gastric acidity’ and in studies on several 
phases of carotene and vitamin A metabolism.** In an attempt to study the 
causal relationship between the low vitamin levels and the food intake in 
elderly people, it was thought of interest to investigate the dietary habits of 
a group of apparently normal individuals past the age of 65 years. To the 
best of our knowledge, no such study has been made in this country. 
METHODS 

This study is based on a series of 65 apparently normal subjects; 44 
were females and 21 were males. The females had an age range of from 
68 to 88 years, with a mean age of 78.6 years, and the males from 67 to 88 
years, with an average of 78.3 years. 

The 65 subjects were divided into four groups and they were observed 
for seven consecutive days each. A total of twenty-eight days was required 
for the entire experiment. During the entire period of the experiment the 
subjects were given the usual diet served in the institution. They were 
permitted to eat as much as they desired. All of the subjects were ambulatory. 
Those individuals who for any reason were on special diets were not included 
in this study. 

The method of observing the dietetic intake was as follows: Portions 
of food were weighed out on to each plate which was labelled with the 
subject’s seat number. The food was eaten under the supervision of 
dietician and at the end of the meal the food which was left on the plate was 
weighed. The difference in weight denoted the amount ingested. 

The wiiciaais aciiasdi fat and protein content of the diet was computed 
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TABLE I—TYPICAL CALCULATION OF FOOD CONSTITUENTS FROM 
INTAKE (FOURTH DAY) 


BREAKFAST 
PROT. FAT CARB. 
FOOD WT./PORTION (gm.) (gm.) (gm.) 
REC ol cs ssiba we eb akon eee eee 200 gm. 24.5 Ae | 159. 
OES? orc Suhtakn sadn roe aanigea geet 30 gm. 3.0 14 16.0 
SR 8 Scag ak conc hh ons sori evesn tone 5 gm. doe 4.0 hae 
BOCES Labia Gun ws bis Ad Ee 225 gm. 7.9 8.8 1 
ppaporatee BIG... <<5<ssessnaw eae 30 gm. 2.3 2.6 BR 
MR 5 ISS es Sin oc nas 3 ssa a SESE 5 gm. 5.0 
LUNCH 
WEECEADIE CIGD «0.0 cscs aw oe a epee 190 gm. 1.8* 6.9* 1S.5* 
BONE SBRUES oxic cus owe sos secsnw see Sots 100 gm. 16.2* 24.4* eee 
BREEN SR er sodas anh koe eR eee eee 100 gm. 10.2 Ly 76.9 
BE cei ress oe sven asn deiner ee 5 gm. ee ei 5.0 
EME ehh se Gs ans «ooh Som wainener we 30 gm. 3.0 1.1 16.0 
DINNER 

eee: “GTAREINGIE «nossa ks ce cee 50 gm. 0.5 0.2 10.1 
REE er a Oh nce sain cele Sineleaieet 50 gm. 6.4 iW 0.3 
1 SR ee ene ere 20 gm. 0.4 aa 0.9 
VRDOUTOICE MRUK 2.05 60 0cssee ces ssine 30 gm. 2.3 2.6 3.3 
TI SEN ye Poros eye 5 gm. aoe ay 5.0 
MEM ipa ca eshork ok ss Kise a amernee en eek 225 gm. 7.9 8.8 3,1 
CoS 6: ee aaNet Sr 30 gm. 5.0 14.0 ss 
BEN aah cwGu waves sos ease Pus enew eee 30 gm. 3.0 11 16.0 
UEINCRY ous wis cw sa bso ane dweenee eee 30 gm. 1.9 0.3 23.9 
DRNMEE avs cai nia 0 salar one we Nen eae eee ee 225 gm. 7.9 8.8 A 


*Constituents marked with an asterisk represent values calculated from the in- 
eredients. 
TABLE 2—DIETARY VALUES FOR MALES 


RANGE MEAN SD* 
PeIOA SLAW AGN.) .... 52s cot uwnene be eeeawcices & 77.4- 85.2 80.5 2.05 
ot ALS (op ae ee or ye ah ek 56.1- 62.8 59.1 1.37 
RSEESR DEES AD, MER.) 5.5. 5:15.50 S keine wReR Ee 206.7-263.2 238.3 14.7 
cA SN A GSN FC) 82 I ON Sei eras sro a 1,710-2,008 1,858 78.7 


*SD—Standard Deviation. 
TABLE 3—DIETARY VALUES FOR FEMALES 


RANGE MEAN SD* 
AD BESOIN CGM) 5.06054 554 eee ee eee Cae a eens 66.6- 97.4 84.6 7.06 
LL RE C28 Ir to rie oo, 5 oe 44.8- 68.3 579 4.11 
CARO Y DD, (9I1.) oo. sow ds sec sage Sp uvinin sso peo 248.1 15.0 
APA IAAy NG REAI RSLS 0:5 0.05 n0 seen ta cases peace 1,604-2,260 1,923 109 


*SD—Standard Deviation. 
TABLE 4—DIETARY VALUES FOR THE ENTIRE GROUP 
RANGE 


ANGE MEAN SD* 
PAO A AGN APTN): 0.5555 seeeeenuae ee ss neeens 66 - 97.4 83.4 6.27 
of 02S Peer rr ts ey ero ok 44.8- 68.3 58.9 3.87 
CARBO YD. (990.)) ... 0c sacunassnies es ose sss eee eee 244.7 13.1 
RAS RTAES ESAAAIMEELS 205s oan rss tte te sees em 1,604-2,260 1,843 120 


*SD—Standard Deviation. 


from avaliable standards.** **** Additional data for these components were 
obtained for certain proprietary foods from the manufacturers. In computing 
caloric intake, the caloric content of both carbohydrate and protein was 
taken to be 4.1 calories per gram, and the caloric content of fat, as 9.3 
calories per gram.’”** A sample calculation for one meal is shown in Table 1. 

In Tables 2 to 4, we have listed the average values of protein, fat, 
carbohydrate, and the total daily intake in calories, for the subjects under 
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investigation, together with their standard deviations and the probable 
errors of the means. The significance of these latter two quantities will be 
pointed out later. As can be seen from the tables, the daily protein intake 
for both sexes averaged well above the recommended daily requirements of 
from 50 to 90 grams per day, as given by several investigators.’ ** * 
Everett’® recommends a daily caloric intake of about 2000 calories for a 
70 Kg. man leading a sedentary existence, and advises 1,800 calories for a 
woman leading the same type of existence. The average daily caloric intake 
of our subjects, namely 1,856 calories per day for the males and 1,922 
calories for the females, are what one would expect for individuals leading 
the sedentary type of life which these subjects did. 

The carbohydrate intake for the male subjects ranged from 206.7 grams 
to 263.2 grams per diem, with a mean daily value of 238.3 grams and for 
the females the carbohydrate ingestion varied from 203.2 grams to 286.4 
grams per diem, the daily mean value being 248.1 grams. Inspection of the 
frequency diagrams for the males and females showed that the data for the 
females were distributed normally, while considerable skewness was found 
in the case of the males, probably because of the greater number of cases 
of the former. In computing the statistical data for the males, corrections 
were made for this skewing of the data." 

Ingestion of fats for the males under investigation ranged from 56.1 grams 
to 62.8 grams per diem, the average daily fat intake being 59.1 grams. The 
corresponding range for the fat intake of the females was from 44.8 grams 
to 68.3 grams per day, with an average daily value of 57.5 grams. The 
frequency distributions for both sexes were considered to approximate the 
normal probability curve. 

The diets of the female subjects contained 66.6 grams to 97.4 grams of 
protein per diem, with a daily average of 84.6 grams, while the diets of 
the males showed a protein intake ranging from 77.4 to 85.2 grams per day 
with a mean daily value of 80.5 grams. These distributions were approxi- 
mately normal. 

The total daily caloric intake of the female subjects ranged from 1,604 
calories to 2,260 calories per day, with a mean daily value of 1,922 calories. 
The daily caloric intake of the males was between 1,710 and 2,008 calories 
per day, with an average daily value of 1,858 calories. The frequency distri- 
butions may be regarded as approximately normal. 

In Table 5, the statistical analysis of the data has been outlined. The 
definitions of the terms are given in the table. Referring to the column 
headed D/SDD, it may be seen that a real and significant difference exists 
between the protein intake of the males and that of the females, the value 
in question being 3.56. In none of the other dietary constituents is there 
a significant difference between the values for male and female subjects. 
It may, therefore, be concluded that for any similar set of individuals, (i.e., 








270 GERIATRICS 


TABLE 5—STATISTICAL ANALYSIS OF FINDINGS 
MM MF _ SDM SDF SDMM grad D SDD D/SDD 
1.06 1.15 3.56 


tO) eS |S ese 80.5 846 2.005 7.06 0.49 4.1 

EME nach Con sean sie 59.1 57.5 1.37 4.11 030 062 16 069 2.32 
CARBOHYD. .........238.3 2481 147 15.0 3.21 2.26 98 3.92 2.50 
TOTAL CALORIES...1858 i925 789 109 “17:2 164° “6S” “238° 273 


MM—Mean Values ‘for Males 

MF—Mean Values for Females 

SDM—Standard Deviation for Males 

SDF—Standard Deivation for Females 

SDMM-—Standard Deviation of Mean for Males 

SDMF—Standard Deviation of Mean for Females 

D—Difference between Mean Male Value and Mean Female Value. 

SDD—Standard Deviation of the Difference 

D/SDD—Criterion for Statistical Difference. It is customary to take D/SDD of 
3 or more as indicative of a truly significant difference. This would mean that accord- 
ing to the normal probability curve, that there is only about 1 chance in over 1000 
tha at a difference of 3SD will arise when the true difference is zero. 


similar in age, on similar diets, leading similar existences, etc.), the protein 
intake of the females will be greater than that of the males. 
DISCUSSION 

Whenever evidence of avitaminosis is found in the human, whether the 
evidence is clinical or laboratory, or both, it is important to check the overall 
food intake in order to exclude the dietetic factor as the cause of the nutri- 
tional deficiency. This procedure was followed in the present study. The 
food was ample in vitamin content according to the requirements which 
were set up for adults by the National Research Council." The results of 


a typical 24-hour assay of the diet for vitamins and minerals are given in 
Table 6*. 


TABLE 6—VITAMIN AND IRON ANALYSIS OF SEVERAL 
TWENTY-FOUR-HOUR PERIODS 


Ascorbic 
Thiamin Riboflavin Acid Iron Niacin Carotene Vitamin A 
st 24 hrs... 0.88 0.92 59 5.6 11.6 6,000 2,700 
nt 24 hts... 0.83 1.33 16 10.0 10.4 11,400 1,900 
3rd 24 hrs..... i 1.78 117 Sef 13.1 11,800 1,900 
Ath 24 hrs..... 0.84 122 16 9.0 6.9 2,100 1,300 
Sth 24 hrs........ 0.70 1.29 18 2.5 8.6 8.800 1,300 
Gth 24 ‘firs..... 0.51 1.03 40 10.9 10.6 1,500 5,500 


Note: All values, except carotene and vitamin A, are expressed in mgm. per day. 
The latter are in U.S.P. units. 


An analysis of the diet showed that it consisted of 53 per cent carbo- 
hydrate. This is readily understood, since elderly persons, for obvious 
reasons, have a tendency toward a high carbohydrate diet.’’** 

The daily protein intake and the total caloric content can be utilized 
as the controlling factors in the adequacy of a diet, as energy and growth 
requirements are concerned. It has been shown recently by Schoenheimer 
and his co-workers,’* Soskin and Levine,’® Brobeck®® and others, that fats 


*The vitamin and mineral assays of the diets were performed by Dr. S. H. Rustin of 
Hoffman-La Roche, Inc., Nutley, N. J. 
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and carbohydrates may replace one another in the diet of the normal 
organism. In this study, nitrogen balances were not determined, since it 
was shown by Schoenheimer™ that the subjects are assumed to be in nitrogen 
balance if there is no recent history of weight gain or loss. The individuals 
who were observed during the course of this study did not give a recent 
history of loss or gain in weight. The food which our subjects had was 
ample in trace elements and minerals (see Table 6). 

Since no reliable data concerning food and caloric requirement of nor- 
mal aged individuals are available, it may be of interest to compare our 
findings with the recommended requirements for young healthy adults. It 
is generally agreed that for the average healthy adult, weighing about 70 Kg. 
and leading a sedentary existence, the caloric intake should be circa 2,000 
to 2,500 calories per day.****® The percentage of carbohydrates which is 
recommended for young healthy adults leading a sedentary life is between 
49" and 61”° per cent, while the fat intake should be from 20 to 100 grams 
per day.***® The daily protein intake requirement has been estimated as 
approximately 1 gram per Kg. of body weight.*** Comparing the intake 
of the aged subjects under investigation with that of young adults, it can 
be seen that the daily caloric intake is about 700 calories less per day for 
the aged; the carbohydrate intake is within the values recommended for 
young adults; the proteins are the same as for young healthy adults, while 
the fats are likewise within recommended limits. Van Veen" states, based 
on his experience, that one should not speak of a requirement norm for fats 
in particular, but of a habit norm, since different groups have different 
dietary habits. Perhaps the same statement is applicable to the other dietary 
constituents. 

The fact that laboratory evidence of nutritional deficiency exists in ap- 
parently normal aged individuals cannot, on the basis of this study, be 
attributed to faulty dietetic intake, or to a diet which is lacking in fat, 
carbohydrate or proteins, or to a diet which produces insufficient caloric 
energy. Our previous studies likewise stressed this fact.””* °° We must look 
elsewhere than an inadequate diet for the explanation for the state of “bio- 
chemical avitaminosis’” which exists in normal aged individuals. 








SUMMARY 
An analysis of the diet was made in normal aged individuals, to ascer- 
tain if there were any causal relationship between the diet, which was 
adequate in carbohydrate, fat, protein and total caloric intake, and laboratory 
evidence of nutritional disease. According to the results of this study, no 
such relationship could be shown. 
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PERIPHERAL ARTERIAL DISEASE 
IN THE AGED 


Saul S. Samuels, a.M., M.D.* 


ARTERIAL insufficiency of the legs in aging and aged people is an important 
factor in their lives. It is unfortunate that in most cases the family doctor 
attaches too little significance to this condition which, in some instances, 
may be more damaging than similar disease of the coronary arteries. The 
fault undoubtedly lies with the medical schools where very little, if any 
attention is paid to this phase of arteriosclerosis. 
DIAGNOSIS 

Physical Examination. The method of arriving at a diagnosis of arte- 
rial insufficiency in the lower extremities is fairly simple and should be 
familiar to the examining physician. Traditional palpation of the dorsalis 
pedis pulses is inaccurate, insufficient and misleading. It must be replaced 
by a more logical and accurate procedure. It may seem unnecessary to stress 
the necessity of examining both legs, but it is surprising how many times 
the doctor pays attention only to the leg in which symptoms are described. 
This is particularly true in those cases where all symptoms are placed by 
the patient in the least affected extremity. I have seen many patients with 
severe intermittent claudication in a leg with negligible objective signs, 
while the opposite extremity with almost complete occlusion caused no symp- 
toms whatever. With both legs and feet completely exposed, the patient lies 
flat on the back on the examining table and the feet are elevated to an 
angle of about 45 degrees. They may be supported on a wooden stand or 
similar arrangement. The patient is then instructed to rapidly flex and ex- 
tend the feet at the ankle joints for a minute or two and the observer 
watches the plantar surfaces of the feet for any change in color. Normally 
this maneuver exerts no change in the pink tint of the plantar surfaces, even 
in colored people. However, in the presence of the slightest degree of organic 
deficiency in the extremity a definite pallor of the affected plantar surface 
becomes evident. In the milder cases it may require a few minutes of ankle 
motion to produce ischemia. In the advanced case a cadaveric pallor appears 
sometimes without motion of the feet. This color change cannot be produced 
by this method in cases of pure arterial spasm as in Raynaud’s Disease. 
It can be induced only in the presenee of organic changes in the arteries. 
Furthermore, arteriosclerosis without obliteration of the arterial lumen does 
not produce this color change. 

A simple confirmatory test for arterial insufficiency is determination of 
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the relative temperature of the feet by palpation. The affected extremity is 
usually colder than its fellow. For instrumental confirmation of the arterial 
deficiency an oscillometer is invaluable. As in the diagnosis of hypertension 
where a sphygmomanometer is necessary, so in peripheral arterial disease 
an oscillometric reading at the ankle level gives one an excellent gauge of 
the arterial status in the lower extremities. For instance, a zero reading at 
the ankle level indicates complete absence of pulsation of the major vessels 
at that level, signifying a badly damaged extremity with consequent poor 
prognosis. Relative quantitative differences in arterial circulation are avail- 
able with the oscillometer. It is an indispensable check on the clinical findings 
which can be furnished in no other way. . 

Calcification of the main arteries of the legs is easily demonstrated by 
roentgen examination. Presence of calcification does not signify arterial 
obstruction. It is merely evidence of arteriosclerosis. It may also be present 
in cases of thromboangiitis obliterans which have persisted into middle age 
and later with the addition of arteriosclerosis. 

Symptoms. In this discussion the physical examination has been de- 
scribed first because of its greater importance in diagnosis. Symptoms of 
peripheral arterial disease may be absent in advanced stages of the disease 
while extremely disabling symptoms are frequently characteristic of the 
incipient stages. For this reason too much emphasis must not be placed upon 
symptoms. When present, they are included under the general term of inter- 
mittent claudication which corresponds in many ways to the symptom- 
complex of angina pectoris. These symptoms are usually produced or in- 
tensified on walking or climbing stairs. They may range from simple dis- 
comfort in the leg, characterized by numbness of the toes, weak feeling in 
the calves, burning sensation in various parts of the feet to severe pain or 
cramp in the calf or thigh sufficient to cause a temporary halt in walking. 
After a rest period of a few seconds or more, walking may be resumed. 

Gradual onset of these symptoms is the rule in arteriosclerosis obliterans, 
increasing in intensity as the disease progresses. However, sudden onset may 
indicate a rapid closure of the arterial channel by thrombosis of a pre- 
existing arteriosclerotic process. This sudden episode may initiate any or 
all disabling symptoms. Embolism in an extremity may give the same clinical 
picture. The embolus in this case usually arises from a mural thrombus in 
the heart, subsequent to myocardial infarction from coronary occlusion. I 
have seen many instances of arterial disease in elderly people which were 
undoubtedly of many years’ duration but in which no symptoms were noted 
until an extensive occlusion occurred. 

Quite frequently in elderly people the onset of gangrene is the first 
intimation they may have had of trouble with the circulation in the lower 
extremities. The most frequent method of onset of gangrene is mycotic 
infection of various parts of the feet. The usual foci of fungus infections in 
the feet are the interdigital spaces and any area of the foot where there is 
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an accumulation of dead epithelium. These are usually found in corns, 
calluses and the eponychia around the toe nails. A common focus of infection 
is a callus on the plantar surface of the foot, directly over the metatarsal 
heads. At times one sees in the center of such a callus a small reddish-black 
area which, if cultured, will usually reveal fungus infection. These infections 
may remain dormant for many years and may cause no trouble whatever. 
They may, however, become dangerous either spontaneously or by deliberate 
irritation on the part of the patient. For instance, a dormant infection in 
the middle of a corn or callus may cause no concern until the patient decides 
to eradicate the area with an unsterile safety razor blade, rusty scissors or 
similar home surgery. In the case of interdigital fungus infection, slight 
irritation may cause local itching which the patient tries ts overcome by 
rubbing the area with contaminated fingers or by applying strong, concen- 
trated, irritating iodine solutions. In any event, it is not the original fungus 
infection which causes the most damage, but the introduction of secondary 
pyogenic organisms which now causes mischief. The usually poor eyesight of 
elderly people adds to the difficulties of their homemade surgery. 

In any event, the initial mycotic infection is soon converted to a sec- 
ondary pyogenic process which results in local inflammatory reaction. The 
infection then spreads to the small blood vessels in the immediate area and, 
in the case of the toes, soon involves the digital arteries, causing localized 
thromboses. Thus within a very short time, usually 24 to 48 hours, an entire 
toe may become gangrenous as a result of interference with the blood supply 
by a localized infection. 

Careful investigation of the onset of gangrene in elderly people will 
usually elicit a history of trauma induced by the patient rather than to the 
usual idea that such cases arise “spontaneously” or from “the wearing of 
tight shoes.” With this idea in mind, it is obvious that measures aimed at 
the control of mycotic infection of the feet are more important in the prophy- 
lactic management of gangrene than instruction to avoid tight shoes and 
other old-fashioned ideas. To the usual instructions for hygiene of the feet 
must now be added the use of fungicidal preparations as a prophylactic of 
gangrene. 

Experience in the army and navy has shown that the salts of the higher 
fatty acids exert a definite fungicidal and fungistatic activity. Full advantage 
of this must therefore-be taken in the prescription of dusting powders con- 
taining higher fatty acid salts which are now available commercially and are 
easily obtainable by the patient. These should be dusted on the feet and 
between the toes and, in some instances, into the shoes. This should be a 
daily procedure and is perhaps the most important factor in hygiene of the 
feet as a preventative of gangrene. 


TREATMENT 


Some prevalent ideas in the treatment of arterial insufficiency in lower 
extremities in the aged must be revised. The traditional advice to “stay off 
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your feet” is wrong for many reasons. It usually leaves the patient with a 
confused idea of just what is meant. Furthermore, inactivity of the legs 
will eventually result in progressive atrophy of the leg muscles, thus adding 
to the disability due to the arterial insufficiency. It was quite fashionable, and 
unfortunately still is, to tell the elderly patient with arterial disease to live 
the rest of his life in a wheelchair. Another discouraging remark for the 
patient is the statement that ‘nothing can be done for you and you will just 
have to suffer.”’ The fallacy of this will be pointed out. 

What can and should be done for the elderly patient with peripheral 
arteriosclerosis depends upon the stage and severity of the disease. In all 
cases the first rule is complete cessation of smoking. The vasoconstricting 
action of tobaceo smoking is so powerful that no therapeutic method will 
overcome its action. Hence, all treatment is useless if the patient persists in 
smoking. The fact must be emphasized over and over. Furthermore, smoking 
must be discontinued at once because tapering-off methods are definitely 
unsatisfactory. Whisky is an excellent vasodilator and may be allowed in 


doses of one ounce or more three times a day, except in those patients who 


are known or suspected to be alcoholics. In these it is better not to mention 
the subject of alcohol as a factor in treatment. 

When the symptoms of intermittent claudication are of fairly mild 
degree, in addition to prohibition of smoking and the use of whisky, the 
prescription of postural exercises, as described by Buerger, is of considerable 
value. This is a simple procedure and may be carried out by the patient either 
on arising or on retiring or in more severe cases two or three times a day. 
In the milder degrees of occlusion, performance of the exercises just before 
retiring is sufficient. The exercises consist of the successive change of posi- 
tion of the lower extremities while the patient is reclining on a couch or bed. 
The feet are elevated to an angle of about 45 degrees until blanching appears. 
This usually takes about two minutes. The patient next sits up on the side 
of the bed or couch and allows the feet to hang down until they become 
somewhat red. This usually takes three minutes. Following this position the 
patient lies down again with the feet flat on the bed. This rest period takes 
about two minutes. Following this the same procedure is repeated, namely 
elevation, dependency and rest. This may be repeated three or four times 
in succession. It has been suggested that for those patients too old or too 
weak to carry out these exercises a mechanical bed, known as the Sanders 
oscillating bed, may be used. Because of the expense of this special bed, and 
other practical difficulties, it is not recommended for home use, but is 
apparently more suitable for hospital treatment. 

A simple form of treatment that I recommended many years ago is the 
warm sitz bath. The patient is instructed to fill the tub approximately one- 
third full, to the level of the hips while seated, with plain warm water, not over 
105° F. The patient sits in this bath for a maximum of ten minutes. The best 
time is immediately following the evening postural exercises. Excellent vaso- 
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dilatation is obtained with this simple procedure and it should form a part of 
the treatment of every ambulatory case, except where there are open lesions 
on the extremities. Where indicated, the tactful admonition to add soap to 
the bath is of considerable value. The addition of epsom salts is unnecessary. 

In the colder climates the wearing of woolen underwear throughout the 
winter months is essential. It is surprising how often this detail is overlooked. 

It is not necessary to advise patients living in the temperate zones to 
move to a warm climate. This is a fallacy, since many of these patients do 
not do as well in warm climate as they do in the cooler parts of the country. 
In fact, I have noted that many of these patients walk better in cooler 
weather than they do in the heat of summer. Furthermore, many of them 
feel much worse when they move to a warmer climate. 

Short wave diathermy, properly applied to the lower extremities has, in 
my experience, been a valuable adjunct in the treatment of arteriosclerosis 
obliterans. Whether the effect is purely psychic, or partly so, I do not know, 
but a vast clinical experience over a period of about twenty-five years has 
convinced me that it has a definite place in the treatment of the ambulatory 
patient. It is usually administered three times a week for periods of twenty 
minutes. Settings of the machine are made at the comfort of the patient; in 
other words, no set place on the dial is selected. This is left to the dis- 
cretion of the patient, choosing that point at which the greatest comfort is 
experienced. 

The use of heating apparatuses, such as cradles, thermostatically con- 
trolled or not, is a grave danger to these individuals. Because of the reduced 
sensitivity of the feet and legs in these patients they are particularly sus- 
ceptible to burns from these baking machines which may result in tragic 
consequences. This also applies to hot water bottles, electric heating pads 
and other forms of external heat. At this point it may be wise to caution 
against all other mechanical appliances which have been suggested for the 
improvement of circulation in the legs. These include pavex machines of 
various types, intermittent venous compression and other mechanical aids to 
“improve” circulation. It has been my experience that these machines are not 
only dangerous, but they do not seem to affect the circulation in any way. 

The use of vasodilating drugs in the treatment of arteriosclerosis 
obliterans is justified mainly from the psychic effect produced by the injec- 
tion, except in the early stages of the disease when the vasomotor element 
is predominant, but not in the advanced stages when the process is purely 
organic and the element of vasospasm is either nil or insignificant. In my 
experience the only drugs having some clinical effect in the early stages of 
arteriosclerosis obliterans are papavarine, Priscol and Etamon. Papavarine, 
to be effective, must be given in larger doses than ordinarly recommended. 
A maximum of 15 to 20 grains per day orally is recommended. Priscol, a 
new histamine derivative, is of some value when given intramuscularly and 
orally. Studies of this drug are being carried forward and a fuller report 
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will be issued later. Etamon must be used with extreme caution in elderly 
people as there are many unpleasant side effects which make its use somewhat 
dangerous. 

Deinsulinized pancreatic extracts (Depropanex) have proven practically 
worthless in the treatment of arteriosclerosis obliterans despite their popu- 
larity some years ago. 

The recent interest in paravertebral block and the related operation of 
sympathectomy is a therapeutic fallacy since it assumes a large vasomotor 
element in arteriosclerosis obliterans. As mentioned previously, the vaso- 
motor element is present only in the early stages of the disease and in the 
advanced stages plays no role at all. Therefore, the submission of an elderly 
patient to paravertebral block or sympathectomy is an unnecessary procedure 
since superior results may be obtained with simpler and safer measures. 
In the enthusiasm for paravertebral block or sympathectomy I have fre- 
quently seen severe infections of the feet in diabetic gangrene and arterio- 
sclerotic gangrene completely overlooked by the attending physician because 
he was blinded by the apparent necessity of ‘‘improving the circulation.” 

As the arterial insufficiency of the extremity becomes greater in degree 
the symptoms experienced by the patient become more severe. An excellent 
warning of this dangerous stage is the onset of pain at night. In many 
instances the patient is forced to get out of bed in the middle of the night 
and walk about the room to obtain relief. In some cases the patient is forced 
to sit in a chair all through the night with the feet in the dependent position 
to obtain relief from pain. Night pain is a danger sign and must be heeded 
by the attending physician. At the first appearance of night pain, immediate, 
complete bed rest in a hospital is indicated. Ambulatory treatment at this 
stage is useless and should not be countenanced even when the patient refuses 
hospitalization. Home treatment of this stage is impractical unless there is 
a nurse in attendance throughout the day and night. If no such attendant is 
present the patient will, at the first opportunity, get out of bed to go to the 
bathroom and in so doing will nullify the entire procedure. In cases where 
patients have been sitting in a chair all night to obtain relief there will 
usually be found an edema of varying degree of both legs and feet. This 
will disappear within six to eight hours if the patient is put to bed in the 
hospital and forced to keep the legs on the bed at all times. This may be 
difficult for the first twenty-four hours. In such a case the use of sideboards 
to enforce the horizontal position may be necessary. 

In addition to bed rest at this stage, both lower extremities should be 
completely encased in a warm cotton covering. A thick layer of sheet cotton 
is applied to both legs and feet, extending from the tips of the toes to about 
six inches above the knees. This should be held in place by a snug bandage 
and should be completely airtight as far as possible. Bits of sterile gauze 
should be placed between the toes and the interdigital spaces dusted with 
a fungicidal powder as a prophylactic. In this way the cotton coverings may 
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be left on the legs and feet for an entire week, at the end of which time they 
should be removed and the legs and feet carefully bathed, powdered and the 
coverings replaced. At this point it is well to mention the various prepara- 
tions of fungicidal powders commercially available at the present time. 
Desenex powder, prepared by Wallace and Tiernan, is, according to the 
latest reports, probably the most effective preparation available. Next in 
efficiency is, according to these same reports, Sopronol with or without 
caprylic acid, manufactured by Wyeth. Both of these preparations are 
manufactured with a tale base, making them suitable for dusting between 
the toes. 

In addition to complete bed rest which, in my experience, must be 
carried out for no less than three weeks, the patient is instructed to carry 
out Buerger’s exercises three or four times a day as convenient. Papavarine 
is given by mouth in doses of three grains, three or four times a day, and 
Priscol may be administered intramuscularly daily and in tablet form three 
times a day. Whisky, when not contraindicated, may be given in doses of 
one ounce, three times a day. A combination of aspirin, grains 10, pheno- 
barbital, grains 14, three times a day, is another valuable adjunct at this stage 

With the procedures enumerated above, it is astonishing to observe the 
rapidity with which the night pain disappears in the majority of cases. In 
some instances patients have been able to sleep after two days in the hospital 
for the first time in months. At the same time it will be noted that the color 
of the toes improves and they become distinctly warmer than when the 
patient was ambulatory. In badly compensated cases one must not expect 
too much from this form of treatment, as in some instances gangrene will 
develop in spite of everything. The treatment of this complication will be 
described later. 

If no complications ensue at the end of the three weeks’ hospital rest 
period, the patient is allowed to get out of bed and is sent home. From this 
time on normal activity is encouraged and the patient is instructed to walk 
as much as possible. The purpose of this is to keep the muscles of the legs 
and thighs in good condition to prevent atrophy which will further interfere 
with walking. The postural exercises are continued with the addition of the 
warm sitz bath at night. Short wave diathermy to the legs is now begun 
and the injections of Priscol are continued. Aspirin and whisky may also 
be continued at this stage, although papavarine is better discontinued after 
the patient leaves the hospital. 

The psychic effect of the physician’s encouragement is extremely im- 
portant and must not be neglected. Great interest must be shown in the 
patient’s progress after the hospital treatment and a word of encouragement 
interjected from time to time. These elderly people do not expect to resume 
their youthful ability in walking, but they do expect relief of pain and to be 
able to get about fairly comfortably without the disabling symptoms of 
intermittent claudication as severe as formerly. This point must be explained 
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individually and it is gratifying to note how well these patients respond to 
this approach rather than to the gloomy outlook formerly made by many 
physicians. 

Primary Gangrene. The treatment of gangrene in the elderly arterio- 
sclerotic patient has also undergone revolutionary changes. While formerly the 
appearance of gangrene, even of very minute extent was a signal for an amputa- 
tion of an entire limb, experience has shown that such an outcome is not 
obligatory. In primary gangrene, due purely to arterial obstruction, such as in 
embolism or thrombosis, the object of treatment is to wait for the appearance 
of a line of demarcation indicating the extent of the gangrenous process and 
to facilitate spontaneous extrusion of the gangrenous parts without resort 
to operative interference. During the waiting period and thereafter, careful 
asepsis must be observed and proper surgical dressings applied to the gan- 
grenous part. Heretofore local treatment of gangrene has been badly 
neglected, resulting in many infections and the development of so-called wet 
gangrene which is a misnomer and is due mainly to the negligence and 
carelessness of the attending surgeon. The practice of exposing gangrenous 
digits and other parts of the feet to the air without adequate protection is 
a return to medieval surgery and has no place in modern treatment. On the 
other hand, the daily application of fungicidal powders and bacteriostatic 
drugs, such as Azochloramid, in a proper protective dressing, is obligatory. 
The impatience of the general surgeon expressed in his desire to amputate’ 
a partially gangrenous toe by orthodox surgical method must be restrained, 
since such a formal operation usually results in a disastrous spread of the 
gangrene to uninvolved parts of the extremity. In this work nothing takes 
the place of the body’s natural tendency to demarcate and spontaneously 
remove the gangrenous tissues. 

Secondary Gangrene. In cases of secondary gangrene, due to infection, 
the object of treatment is fundamentally the same, but the added factor of 
existing infection in the gangrenous tissues must be realized. These cases 
are particularly common in arteriosclerosis obliterans with diabetes, so- 
called diabetic gangrene. For many years now I have stressed the importance 
of treating the infection in these cases rather than the circulation and it is 
only when this viewpoint is adopted generally that better results will be 
obtained in the conservative treatment of diabetic gangrene. The patho- 
genesis of this type of gangrene has been described in previous paragraphs. 
It is now well established that control of the infection will automatically 
control the spread of the gangrenous process and if the infection is not 
controlled the gangrene will spread. Two factors are present in the infectious 
process. The first, which initiates the entire affair, is the fungus infection 
which must be controlled with fungicidal drugs. These are the same as men- 
tioned above, with one exception of a change in the base that is used. Instead 
of talc, which is irritating to open lesions, the manufacturers of these prod- 
ucts have cooperated by substituting boric acid powder. These preparations 
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Fig. 1. Massive arteriosclerotic gangrene, patient aged 74. Healed with fungicidal methods. 


may then be dusted freely into all parts of the gangrenous area. For the con- 
trol of the accompanying secondary pyogenic infection an excellent anti- 
septic is Azochloramid, preferably in triacetin. In the acute spreading stages 
of the infectious process, with or without gangrene, penicillin intramuscu- 
larly is also recommended in adequate doses. The proper employment of these 
three agents in severe cases of diabetic gangrene or of arteriosclerotic gan- 
grene, due to infection, will prove astoundingly efficient in the control of the 
spread of the gangrenous process. 

Adequate incision and drainage of abscesses and other localized infec- 
tions in the foot must, of course, be carried out. Control of the diabetes, if 
present, is also essential. It is in cases of this type where the specialist in 
peripheral vascular diseases must demonstrate his surgical and medical abil- 
ity, particularly in private practice where multiplicity of attending physicians 
is not practical as in a large, general hospital service. 

While the results of conservative treatment of gangrene in the elderly 
are fairly good without fungicidal therapy, since I have adopted the latter in 
addition to the methods previously used the limitation of gangrene in arterio- 
sclerosis obliterans has been unexpectedly successful. Massive gangrene of 
arteriosclerotic origin in elderly people has been controlled to a degree here- 
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Fig. 2. Massive diabetic gangrene healed with fungicidal methods. Patient aged 72. 
g gan; 


tofore thought impossible. The accompanying illustrations (Figures 1 and 2) 
demonstrate the possibility of saving legs in old people affected with massive 
gangrene. There are, however, exceptions, particularly in those people with 
zero oscillometric readings at the ankle level and higher, indicating a com- 
plete closure of the main vessels with a correspondingly poor collateral circu- 
lation. In these cases the gangrene spreads rapidly and extensively so as to 
destroy the entire weight-bearing portion of the foot, usually requiring 
amputation. 

Methods of Amputation. In my experience the safest and simplest am- 
putation for an elderly patient is the supracondylar amputation through the 
lower third of the thigh. This operation has: the lowest mortality rate on 
record up to the present. Others who advocate amputations below the knee 
with a low mortality rate are undoubtedly operating upon cases that could 
have been saved with conservative therapy. For anesthesia I prefer either 
Cyclopropane or intravenous Sodium Amytal combined with nitrous-oxide 
and oxygen. I do not recommend refrigeration anesthesia for two reasons. 
The first, that the psychic shock on these old people of being awake in an 
eperating room where the leg is being amputated is of more harm to them 
than any general anesthetic. Secondly, numerous cases have been reported 
from abroad and this country of gas bacillus infection of the stump where 
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refrigeration anesthesia has been used. It is my firm belief, after many years 
of experience, that it is not the type of anesthesia that lowers the mortality, 
but the technique of the operation. This should be extremely simple and 
should not include drainage or anything short of complete closure of the 
stump. Trauma during the operation must be minimized. This includes dis- 
pensing with a tourniquet and extreme gentleness in sponging, plus careful 
handling of the tissues. 

The operative field is first scrubbed with benzine, followed by a second 
scrubbing with alcohol. Following this, either iodine or Metaphen may be 
applied in the usual manner. Meticulous-attention to proper draping of the 
operative field is also important. A circular incision is made at the upper 
level of the patella and is carried through all soft parts down to the femur. 
The tissues are dissected carefully and all bleeding vessels are accurately 
clamped and tied using cotton or silk. When the bone is reached the soft 
parts are carefully retracted with a warm, moist towel and the femur is cut 
about 11% inches proximal to the level of the soft part incision. The perioste- 
um at this point is divided and scraped distally. It is important that nothing 
be done to the sciatic nerve except to divide it during the course of the in- 
cision of the soft parts, whereupon it will immediately retract and may be 
forgotton. Manipulation of the sciatic nerve and its injection with alcohol 
are unnecessary and may be the cause of subsequent phantom limb. After 
dividing the femur the soft parts will now fall together in an antero-posterior 
fashion to form a natural rounded flap. If the femur has been severed high 
enough there will be no tension of the soft parts. Muscles are sutured, also 
the fascia, and the skin is approximated carefully with either silk or cotton. 
No drains are used. A simple protective dressing is applied and the patient 
is returned to bed with continuation of any preoperative orders, such as dia- 
betic diet, insulin or whatever else has been used before the operation. 

Later that same day or the very next day the patient is taken out of 
bed and is allowed to sit up in a chair. The patient is out of bed every day 
thereafter until discharged from the hospital. The dressing is changed on the 
fifth day, at which time alternate sutures may be removed and adhesive straps 
applied to the wound edges. By the seventh or eighth day the stump should 
be healed by primary union, remaining sutures are removed, and the patient 
may be discharged. If possible crutches should be allowed on the third or 
fourth day. An artificial leg may be ordered immediately upon the patient’s 
arrival at home and should be worn when ready to be delivered by the limb 
maker. With the extra long stump provided by the supracondylar amputation 
it is surprising to note how well the elderly patient with this type of amputa- 
tion gets about with an artificial limb, contrary to popular belief. 


SUMMARY 


1. Peripheral arterial disease in the aged is not a hopeless and helpless con- 
dition as previously thought. 
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6. 


Fungicidal measures are an extremely important part of the prophylactic 
care. 


. Intelligent management, rather than vasodilating procedures are of para- 


mount importance. 


. Gangrene in the aged may be successfully treated by conservative methods. 
. When amputation is indicated the operation should be above the knee by 


the simplest method with a general anesthetic. 


Out of bed the day after operation is obligatory for elderly patients. 
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ELECTRIC SHOCK THERAPY 


IN THE AGING 
Harold W. Lovell m.p.* 


Evectricity has been used in the treatment of emotional disorders for cen- 
turies. The primitive Medicine Man invoked lightning together with other 
natural phenomena to intimidate or frighten mentally disturbed patients. After 
electricity was discovered and scientifically understood, faradic and other 
electrical instruments were devised to stimulate or shock patients in a variety 
of ways for therapeutic purpose. The majority of these caused some discom- 
fort to the patients and whatever benefit they derived was usually propor- 
tional to their suggestibility. 

Paradoxically, electric shock therapy as applied today is neither shock- 
ing nor painful. Like so many other medical terms in general usage, electro- 
shock is a misnomer and conveys to the layman, and most unfortunately to 
the mentally ill patient, a misconception. A depressed patient who is in- 
secure, unable to concentrate and painfully fearful of impending insanity or 
death has only to learn that electric “‘shock’’ is recommended to convince him 
of the reality of his terrifying fears. ““Electrocution” comes to his mind or the 
fear of electrical injury to his already disturbed brain, and the utmost in tact 
and persuasion is necessary to secure his cooperation and consent for treat- 
ment. The need for him to sign a permit pointing out the risk involved adds 
to the complexity of the situation. Psychiatric, more than most other medical 
literature, abounds with inept terminology intended, it would seem, to hide 
psychiatrists’ lack of definite knowledge. The more one knows about a topic 
the less need there is for long or curious terms with which to baffle the other 
fellow more than one’s self and perchance impress him at the same time. 

Electro-shock is entirely painless, effects instantaneous sleep and causes 
retrograde amnesia so that the patient has no memory of the procedure or of 
his experience during a treatment. LeDuc' produced stupor and general anaes- 
thesia with electrical currents nearly forty years ago. It was not until 1937, 
however, when two Italian workers, Cerletti and Bini’, first mentioned the 
possible use of the electric current as a coma or convulsive stimulus in the 
treatment of schizophrenia. Their demonstration of it followed one year 
later in Rome. English workers quickly took up this new therapy and late in 
1939 it came to America® where it has been further developed and used with 
increasing success to the present time. 

Electric shock, or electric sleep therapy as it is sometimes called, or elec- 
tric convulsive or even electric fit therapy, is but one of a number of mechanical 
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or organic approaches in the treatment of mental illness. Insulin, intended to 
improve the nutrition of mentally ill patients, was first reported by Sakel* in 
1933 to have a beneficial effect on certain psychotic patients in whom deeper 
hypoglycemic states were unintentionally produced. Insulin induced coma or 
convulsions which workers first tried to avoid, but which later became the 
focus of this new treatment for schizophrenia and other mental illness. In 
1935 Meduna*, working in Switzerland and holding to the controversial 
theory that schizophrenia and epilepsy are mutually antagonistic, reported 
the therapeutic value of Cardiazol or Metrazol as convulsant drugs in schizo- 
phrenia. At about this same time, interest was revived in the surgical treat- 
ment of mental disease. Surgery had been used to some extent four decades 
earlier in Switzerland. With newer neurosurgical techniques and precision 
instruments decreasing the operative risk, surgical treatment is becoming 
increasingly successful, although reserved still for those patients who fail to 
respond to electric shock or other more conservative measures. 

In mental hospitals these therapies are used individually or in combi- 
nation. For example, a patient may be treated first by insulin shock, later 
by electric shock, sometimes by insulin plus electric shock. There are some 
who advocate prolonged narcosis prior to or following a course of electric 
shock treatments. Metrazol therapy, because of a brief pre-convulsive panic 
state and the risk of fractures, has been displaced for the most part by electro- 
shock treatment. Because of the relative ease with which electro-shock therapy 
alone may be given, the precise measurement of the dosage and minimum of 
risk, patients may be treated not only in mental hospitals but in general hospi- 
tals, in the home and on an ambulatory basis in clinics or doctors’ offices. 

The types of cases most likely to be benefited by electro-shock treatment 
are arranged as follows, in order of the most favorable and the least favorable : 

1. Involutional melancholia: This group comprises individuals in the 
late forties, fifties and early sixties who have not had previous mental illness 
and have developed a depressive reaction with agitation, insomnia and rest- 
lessness, or with retardation of thought and action. They do not have very 
distorted thoughts although they may have rather unusual ideas of sin and 
poverty and peculiar ideas concerning bodily functions, particularly of the 
gastro-intestinal tract. Hallucinations are not usually present. 

Before the advent of electric shock treatment these individuals did im- 
prove in a matter of months but occasionally they were ill for a number of 
years. The prognosis was fair after this rather long period though some cases 
remained chronic and others died of intercurrent infections, occasionally of 
starvation. These patients are often made entirely well with six to eight to 
ten electro-shock treatments. 

2. Depressive reaction of manic-depressive illness: Individuals of any 
age who develop depressive reactions and have had previous mild or severe 
attacks respond well to electro-shock treatment. The attacks are shortened 
and the treatment usually demonstrates to the patient that a favorable form of 
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therapy is available. The treatment offers no certainty that recurrences will 
not occur and some workers believe that it has no effect whatever on future 
attacks. From our experience we cannot share this conclusion. There have 
been recurrences, most of which responded satisfactorily to repeated courses 
of treatment, but increasing evidence shows that the therapy has definitely 
stabilized many pathologically cyclothymic patients to the point where their 
mood swings remain within the normal range. To just what extent this 
stabilization is due to the shock treatment and how much credit should be 
assigned to subsequent psychotherapy is a matter of polemics. Our series of 
depressed patients treated with electro-shock ranged in age from seventeen 
years to seventy-nine, the number being almost evenly divided between those 
under and over forty years of age. Good results were obtained in 80 per cent 
of the patients under sixty-four years but in only 34 per cent over that age. 
With less than a fifty-fifty chance of recovery in this latter group, the impor- 
tance of careful selection among those patients over sixty-four years of age 
is obvious. The better prognosis attends those having minimal arteriosclero- 
tic, senile or other organic changes. 

3. Manic reaction of manic-depressive illness: Maniacal states among 
the older age groups occur less frequently than the depressive reactions. The 
response to electric shock treatment is almost as dramatic as with the depres- 
sions. Often several treatments will greatly reduce the hyperkinetic state to 
a reasonably controlled level and thereby lessen importantly, especially in the 
older patients, danger of death from exhaustion. 

4. Neurotic states; reactive or situational depressions: Patients who 
have made a good adjustment to life and develop acute neurotic reactions 
respond well to electro-shock therapy if treated early in the course of their 
illnesses. Chronic neurotic reactions of many years standing are not suitable 
cases for treatment as a rule. Relapses are frequent among those who appear 
to make a fairly good recovery after six or eight treatments. Those patients 
who over-react with acute depressions to obvious external or environmental 
influences including toxic factors, respond somewhat better than the long- 
standing neuroses but less well than the depressions of the manic-depressive 
variety, the percentages of recovery in our series being 66 per cent for the 
reactive depressions, 84 per cent for the manic-depressive depressions, and 
54 per cent for the chronic neuroses. These data apply to patients treated at 
least two years ago. : 

5. Acute delusional reactions; schizophrenic states: Schizophrenic and 
acute delusional reactions occur principally among the young people during 
the second and third decades of life. Such disorders are relatively infrequent 
among the aging. But whether young or old the prognosis is poor for recov- 
ery, either with or without shock therapy; the percentage of recoveries 
falling below 30. In several younger schizophrenic patients treated intensively 
with two grand mal reactions one-half hour apart, given on ten consecutive 
days, excellent results were obtained even though the prognoses were regarded 
generally by the medical staffs of several mental hospitals as hopeless. Such 
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treatment will certainly alter favorably the percentage of recoveries among 
this tragic group of patients. We have not had the courage to treat the older 
patients so intensively and have, therefore, no comparable data to report. 
This group of patients has forced us also to alter our earlier belief that shock 
treatment never cured patients who did not otherwise have the capacity for 
spontaneous recovery. Certainly in the mood depressions, whether manic- 
depressive, involutional or reactive, we have the right to expect a large 
majority of the patients to recover naturally from any attack. In these cases 
electro-shock treatment merely hastens recovery and is thought by some to 
act prophylactically in the prevention of recurrences by better stabilization of 
their emotionality. However, schizophrenic patients who have been generally 
regarded as hopeless have been restored to good mental health through 
intensive electro-shock therapy. 

6. Organic reaction types: The majority of older patients with consid- 
erable evidence of organic deteriorating disease, such as arteriosclerosis, 
Alzheimer’s disease, senility and central nervous system syphilis, etc., do 
not respond well to electro-shock therapy. An ordinary course of from eight 
to twelve treatments, if given at the ordinary rate of three treatments a 
week, will frequently produce marked memory loss and confusional states 
lasting several weeks or more. On the other hand, two or three treatments 
may have a palliative effect on otherwise intractable patients. An occasional 
patient with paresis who has not responded satisfactorily to malaria or peni- 
cillin treatment will make a good recovery after a course of six or eight 
electric shock treatments. Acute delirious alcoholic patients will often recover 
after one or two treatments. Patients with chronic alcoholism associated with 
mild, often unrecognized mood disorders, respond well to electro-shock 
therapy. It must not be said, however, that electric shock is an excellent treat- 
ment for chronic alcoholism. 

Three important factors enter into the consideration of patients for 
treatment on an ambulatory basis: 

1. Patients who should be in a mental hospital but whose families refuse 
to enter them because of prejudice or unfavorable reports on overcrowding 
and mistreatment, may be accepted for ambulatory treatment if not too ill, 
provided adequate nursing care is available. During 1944, 1945, 1946 and 
into 1947 it was impossible at times to gain admission to suitable hospitals 
for weeks, and ambulatory treatment was a necessity. This situation happily 
is somewhat better now though still inadequate. 

2. Those patients with somewhat less severe mental illnesses, who are 
likely to be ill for a long time if treated by other conservative out-patient or 
office measures, or who have not responded as expected under such measures, 
are the most desirable for ambulatory treatment. 

3. The question of expense is important. Hospital treatment, whether in 
a mental institution or a general hospital whose administration is either toler- 
ant or lax, is expensive. This is particularly true of general hospitals requiring 
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special nursing care for shock treatment patients. Ambulatory treatment can 
be carried out on a markedly reduced budget. There is also an added sense of 
satisfaction to the patient who is able to recover in his home environment. 
The relatives often acquire a better understanding when, in a sense, they 
negotiate his illness with him and frequently greater rapport is established 
between ambulatory patient and relatives than in the case of the hospital 
treated patient. 

Proper preparation of the patient and of his relatives for both the treat- 
ment and the after-care is essential. Honesty, as usual, is the best policy; 
otherwise mistrust and doubts creep in to detract from what ordinarily might 
be an excellent result. From personal experience it has proved desirable to 
explain to the patient or responsible relatives that the procedure is not with- 
out some danger. Although some deaths have been reported in the literature, it 
has been our good fortune in a long experience extending back to 1941 to 
have none. We have fractured the head of the left humerus in two middle 
aged men who were depressed, typically pyknotic in build with unusually heavy 
muscular development. In another depressed man with similar constitutional 
characteristics, we produced a fracture of the left clavicle. There was no 
displacement of the fragments and all healed well. All three men requested 
further treatment after their fractures healed; two were treated successfully 
later with the aid of Intocostrin. 

Not all of the spines of treated patients have been x-rayed, but in those 
cases who reported more than the usual amount of back pain and were x-rayed 
not one has had any evidence of vertebral fracture. This is in marked con- 
trast to our experience and that of others® using Metrazol therapy where 
nearly one-half of Metrazol treated patients suffered compression fractures 
of one or more vertebral bodies. Fortunately, these fractures responded quickly 
to brief periods of bed rest without other special orthopedic treatment and 
were soon quite asymptomatic. We have had no cases of bony injury among 
the women patients treated with electric shock despite the fact that in our 
series of patients we have treated three women to each man. The patient or 
his responsible relative is required to sign a permit authorizing electro-shock 
therapy, at which time it is explained that the risk involved is comparable 
to that of a tonsil operation. 

A careful preliminary physical examination should never be neglected 
but special examinations including electrocardiography, electroencephalog- 
raphy, x-rays of the chest and spine are not necessary routine procedures. 
Although these procedures are most interesting and desirable, if they were 
routinely required many patients needing the treatment would fail to get 
it. However, on indication from the history or physical examination these 
special studies should be made. The patient has no food for at least three 
hours before treatment. Chewing gum, removable dentures, hair pins and 
other metal objects are removed just before treatment and the bladder and 
bowel are emptied. It is not necessary to withhold sedatives the preceding 
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night, though barbiturates and most other sedatives raise the threshold more 
or less and necessitate some increase in the electricity dosage. 

The care of patients during and immediately following treatment varies 
considerably with different writers but the general aim is to promote patient 
comfort and at the same time hold to a minimum the incidence of fractures 
and other complications. The patient lies on a flat, firm cot with sand bag or 
folded pillow under the small of his back in a position of hyperextension. The 
pelvis is anchored or secured to the cot with a heavy, broad canvas belt. 
An attendant holds the arms just above the elbows and secures them tightly 
against the side of the patient’s chest but not so firmly as to prevent all motion. 
Too great resistance on the part of the attendant is more likely than not to 
result in arm or clavicle fractures. A second attendant may exert slight pres- 
sure downward just above the knees although ordinarily this is unnecessary. 
Strong upward pressure on the chin with one hand at the same time holding 
a hard rubber mouth gag between the teeth prevents dislocation of the jaw 
which is reported’ to be one of the most frequent complications. 

All restraint together with sand bag or pillow are removed immediately 
after the convulsive portion of the treatment has ended. Slight upward pressure 
under the angle of the jaw will aid respiration and a few artificial respiratory 
movements may be called for, but such measures are usually unnecessary. 
Effort should be made to remove all equipment from the room and to leave 
the patient lying comfortably in bed with only the nurse or companion or 
near relative at the bedside. The patient may awaken frightened and he may 
struggle for a time but resistance should be held to a minimum and an effort 
made only to prevent him from falling from bed or otherwise injuring himself. 
Gentle treatment and reassurance will usually quiet the patient who may sleep 
approximately half an hour to awaken slightly confused and forgetful with 
no memory whatever of the treatment. Many patients pass directly from the 
convulsive state into sleep without an excitation phase intervening. 

Considerable attention is being given at the present time to voltage 
dosage, frequency of current cycles, and time of application. In all of our 
experience we have used standard 110 volt, 60 cycle current and with the 
Rahm apparatus have developed the technique of minimum voltage and maxi- 
mum time with the belief that a smaller current applied over a longer time— 
up to one-fourth or one second—produces a somewhat delayed convulsive 
reaction, less confusion and less danger of bony injury. Newer instruments 
using greater cycle frequency up to 200 per second together with lower dosage 
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even more efficacious. 


and shorter time are reported 

Muscles, tendons and ligaments are sometimes pulled, particularly about 
the shoulder. These are never of any great or grave importance. Curare 
preparations may be used intravenously just prior to treatment to reduce the 
incidence of fractures, or may be used where fractures have occurred, or where 
for certain other reasons the usual muscle reactions are not desired. Unless 
there is some special indication for its use, however, it is our conclusion that 
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curare is a hindrance both as an added physical hazard and in vitiating to 
some extent the beneficial effects of the shock treatment. 

Electro-shock treatments are given usually two or three times a week. 
In general, older patients require greater dosage than younger patients to 
effect grand mal convulsive reactions which are desirable, petit mal responses 
being of little or no value. Because of the greater risk involved with the older 
patient and his tendency to become somewhat more confused during the 
course of treatments, it is wise as a rule to treat him twice rather than three 
times a week. Younger selected schizophrenic patients may tolerate with good 
result two treatments a day for six to ten consecutive days when an ordinary 
course of treatments at the rate of three per week fails. 

The strain on the cardio-vascular system is much less than one would 
suspect. Well compensated patients who have recovered from coronary occlu- 
sion and have had satisfactory electrocardiograms for six months may be 
treated with relative safety. Old rheumatic hearts with valve lesions but 
without signs of cardiac failure withstand the treatment remarkably well. 
One such example was a deeply depressed woman of 42 with rheumatic heart 
disease, whose husband was informed in 1943 at a fine clinic that the patient 
could not live more than two years. Because of her depression, insomnia and 
refusal to eat she was dying in 1947 of starvation and exhaustion rather than 
heart disease. After an initial petit mal and six grand mal reactions, all well 
tolerated, she became cheerful, communicative, ate well, gained weight and 
slept without sedation. 

The dynamics of electro-shock therapy are not yet understood. It would 
be of great interest to know just how it works but to date our knowledge is 
for the most part theoretical. Though “at heart on the side of truth” the 
workers in the field are still at great variance with one another. There is 
some debate over the possibility of brain damage from electro-shock therapy. 
There is no conclusive proof of such—certainly nothing to compare with 
lobotomy—and in those intensively treated patients who recovered from so- 
called hopeless forms of dementia praecox, no neurological clinical evidence 
of brain damage could be found. 

The value of follow-up psychotherapy cannot be over-emphasized. There 
is no question but that patients who are not followed psychotherapeutically 
after shock therapy do not respond so well. Shock therapy makes psycho- 
therapy possible in certain inaccessible patients and establishes or enhances 
rapport, thereby materially aiding the psychotherapist in his effort to bring 
a satisfactory level of working insight to his patient. 





DISCUSSION 
By Epwarp B. ALLEN, M.D. 
White Plains, New York 


OF RECENT years many diagnostic and therapeutic procedures have been 
carried out successfully and frequently in the care of those advanced in years, 
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which formerly had been avoided or used only as a course of last resort. 
At a former meeting of this society Dr. Donald L. Burdick informed us of 
the recent advances in the administration of anesthesia to the aging. Electric 
shock therapy, while a comparatively new therapeutic procedure, has been 
used with increasing frequency in the aged with gratifying results. 

At The New York Hospital—Westchester Division electric shock therapy 
has been administered to a man patient, aged 82, and a woman patient, aged 
77, with a successful amelioration of their depressive tensions. This has been 
effected through a refinement of early techniques and careful attention to 
details. Intocostrin, obtained from E. R. Squibb and Sons, is used. The drug 
is injected intravenously to lessen the amplitude of the convulsive seizure to 
a cushioned response easily controlled by moderate pressure or restraint. The 
dosage is 20 mgm. per 40 pounds of body weight. As 1 cc. of the solution 
used contains 20 mgm. of the drug, 1 cc. is used for each 40 pounds of body 
weight with this extra precaution depending on the nutrition of the patient. 
In starting the treatments, if the patient is dehydrated, underweight or of frail 
physique, the dosage is reduced % cc. after it has been estimated as stated 
above and gradually increased if necessary with subsequent treatments. If the 
effects of the curare preparation appear too severe in effecting a temporary 
muscular weakness, 1 cc. of Prostigmine may be given subcutaneously and 
rarely intravenously as an antidote. The necessity for this does not arise over 
five times a year. 

Many of the dangers of this treatment have been eliminated by a hard 
rubber airway, which is inserted back of the tongue into the upper pharynx 
as soon as the convulsive seizure is over to facilitate the passage of air through 
the temporarily poorly functioning respiratory mechanism. 

When the electric shock therapy is administered on the male service, the 
patient is placed on a Gatch bed with the spine hyperextended. This is a 





convenience as the patient does not have to be moved directly afterward. If 
the Gatch bed is not available, the patient may be placed on a narrow table with 
a pillow under the spine to produce hyperextention. 

There is a difference in the degree of anxiety displayed by the man and 
the woman patient. A particularly anxious woman is sometimes given 6 gr. 
of Sodium Amytal the night before the electric shock therapy, but more usu- 
ally 3 gr. of this sedative is given by mouth just before the shock is admin- 
istered. Men patients are also occasionally given Sodium Amytal therapy, 
but more frequently Pentothal Sodium in solution and in dosages of 2 to 4 
gr., depending on the weight of the patient. This dosage is given intravenously 
just before the Intocostrin and is sufficient to produce drowsiness, but 
not unconsciousness. It is especially valuable in an occasional anxiety when 
the patient is regaining consciousness after the convulsive seizure and in 
promoting sleep at that time. 

Electric shock therapy is not given to patients who show evidence of a 
permanent or irreversible organic disturbance of the central nervous system, 
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at The New York Hospital—Westchester Division, although it is adminis- 
tered to patients with a generalized arteriosclerosis or who show evidence 
of a previous coronary occlusion by means of an electrocardiogram. However, 
any evidence of cerebral arteriosclerosis debars its use. It is reported, however, 
to have been used in some institutions in treating patients with both cerebral 
arteriosclerosis and general paralysis. 

One case is worthy of mention: a woman of 53 who had retinal hem- 
orrhages and general arteriosclerosis with hypertension. She had lost weight 
and reached a stage where anything was worthy of trial to save her life. 
She was given a series of seven electric shocks and was markedly confused 
for over a month afterward, but made a complete recovery and has been 
working for seven years. The unusual confusion directly following her shock 
treatments certainly suggests a sclerotic involvement of her cerebral vessels, 
but this is the one exception to prove the rule of the hospital. 

In regard to Dr. Lovell’s paper, a word of caution is necessary. He has 
pointed out the advantages of ambulatory treatment with electric shock, but 
in doing so he has also indicated that such therapy is used only with patients 
who are carefully observed, subject to a thorough physical examination, and 
about whom an adequate history is obtained. Ambulatory electric shock 
therapy is not for all patients in need of electric shock treatment and should 
never be used indiscriminately. The author’s paper is informative, clear, and 
based on his personal experience. 


BIBLIOGRAPHY 


1. Katinowsky, L.: Electric Convulsion Therapy in Schizophrenia. The Lancet (London), 
Dec. 9, 1939; 1232. 

2. Cervetti, U., and Brnt, L.: L’Elettroshock. Arch. General, Neurol. Pschiatr, e Psicho- 
analist, May 28, 1938, 19, 3. 

3. AtMANsI, R., and Impastato, D. J.: Electrically Induced Convulsions in the Treat- 
ment of Mental Diseases, N. Y. State Med. J., 1940, 40:1315. 

4. SaKxeL_, MANFRED: Schizophreniebehandlung mittels Insulin-Hypoglykamie sowie hypo- 
glykamischer Schock. Am. J. Psychiatry, 1936-37, XCIII :829. 

5. Von Mepuna, Lapistaus: Die Konvulsionstherapie der Schizophrenie. Psych.-neurol. 
Wochnschr. (1935), XXXVII:317. 

6. Porattn, P.; FrrepMan, M. M.; Harris, M. M.; and Horwitz, W. A:: J.A. M.A., 
April 29, 1939, 112 :1684. 

7. Impastato, D. J., and Atmanst, R. J.: A Study of Over Two Thousand Cases of 
Electrofit-treated Patients. N. Y. State Med. J., Nov. 1, 1943, 43 :2057. 

8. Liperson, W. T.: Time Factors in Electric Convulsive Therapy. The Yale J. of Biol. 
and Med., March, 1945, 17:571. 








GERIATRIC REHABILITATION* 


L. C. Cosin, F.R.c.s.1 


Nurses to attend the aged sick are very scarce, and likely to remain so. It 
therefore behooves us to diminish the number of aged patients needing much 
nursing care. This can be achieved by geriatric rehabilitation. 

. For many patients over sixty years of age progressive deterioration is 
inevitable, but others may be expected to improve—rapidly or slowly. With 
an active approach to the problem more and more can receive treatment 
in bed preparatory to the restoration of assisted or unassisted ambulation. 
By including this method of treatment at Orsett Lodge Hospital during a 
recent two-year period, we found that of 780 patients over the age of sixty 
45 per cent were rehabilitated, while 35 per cent died and only 10 per cent 
remained bedfast after six months. (Transfers and more recent admissions 
account for the remainder.) 





Aims AND METHODS 

During the late war we saw how the group encouragement provided 
in rehabilitation units of the Armed Forces and industry accelerated indi- 
vidual recovery. In these units there were facilities for occupational therapy, 
physiotherapy, and reniedial exercises, with a cheerful and happy environ- 
ment. This solution suggests that every patient of whatever age and disease 
needs a hopeful environment for his well-being or recovery; without it 
convalescence is delayed or deferred indefinitely. 

The chief factor in geriatric rehabilitation is the visible improvement 
of other patients similarly incapacitated, while efficient medical and surgical 
care are very important subsidiaries. The rehabilitation of our aged patients 
must begin on admission to hospital, so that the physical and mental deteri- 
oration induced by long-continued recumbency does not take place. Tacit 
acceptance of a poor prognosis—not always accurate—has been responsible 
for many avoidable deaths from pulmonary embolism in the bedfast. 

The aim of geriatric rehabilitation is to restore the maximum degree 
of painless movement by means of active physiotherapy and remedial exer- 
cises, resulting in the maximum of personal independence; we can no longer 
be satisfied with merely removing pain. If the patient reaches a stage of 
weight-bearing, assisted or unassisted, so much the better. Utilising simple 
physiotherapy for a sufficiently long period the proportion of patients who 
are bedfast can be dramatically reduced. No longer do we label our patients 
irremediable, incurable, chronic, or senile; instead we make a prognosis 

*Read before the International Conference of Physicians in London, September, 1947. 
Reprinted with permission from The Lancet, London, November 20, 1947, p. 804. 


*Medical Superintendent, Orsett Lodge Hospital, Essex County Council, Essex, 
England. 
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based both on diagnosis and on an assessment of the particular person’s 
physical capacities. We recognise that deterioration inevitably accompanies 
certain irremediable diseases, and that a time must come when the patient 
will have to remain in bed throughout the 24 hours; but it is surprising 
how long this point can be postponed. Many patients with advanced malig- 
nant disease are happier and complain less of pain when encouraged to get 
out of bed for a part of each day to help themselves. With few exceptions, 
in which I include the final inevitable deterioration, the inability of a per- 
manently bedfast patient to feed and generally look after himself is to be 
regarded as a medical reproach. 


Four CATEGORIES 

Using this method we can recognise that most aged patients fall into 
certain broad categories. 

1. Those patients who cannot provide their own feeding and resi- 
dential arrangements but are otherwise fully competent to attend to their 
own needs. They feed themselves, dress themselves, and help about the 
ward. They require no night attention, are continent, and are capable of 
completing light occupational tasks. 

2. The frail ambulant who is in need of increased periods of rest but 
can usually cope for himself. (I am adopting the provocative attitude of 
including among these a large proportion of cases of senile dementia and 
cerebral arteriosclerosis; for the criterion of bedfastness should be a suffi- 
cient physical disability—a condition not obvious in most of these patients. ) 

These two categories need minimal nursing supervision and extra 
physical help, for which ward orderlies can be employed. Many of those 
in the first group should not be in an institution at all if they could be 
provided with suitable homes. 

3. The physically disabled bedfast patient who feeds himself, generally 
looks after himself, and may be continent. This class of patient does not 
make a very heavy call upon our nursing service, and we should aim at 
reabling our bedfast patients into this group. 

4. The physically disabled permanently bedfast patient who needs 
every nursing care and attention. In my opinion the number in this cate- 
gory, swollen by previous medical neglect, should and could be much 
reduced. y 

A good medical, surgical, and nursing service alone will not reduce 
the proportion of bedfast patients to a minimum unless it embodies the 
principle of geriatric rehabilitation. In these days of rapid social change 
the revolt against recumbency must be made successful. 





SURGICAL RISK IN THE 
ELDERLY PATIENT 


J. D. Martin, Jr., M.p.* 


The necessity for the surgeon’s appreciation and proper evaluation of 
the elderly patient has increased. This is based on the fact that from 1930 
to 1940 there was a 35 per cent increase in the population who reached 
the age of 65.’ Thus it is assumed that since there is a greater number in 
this age group, more surgery will be required under varying conditions. 

Sohlberg® states that there is eight times as much danger in operating 
on persons over 50 than those younger. This figure may be high, but it 
is true that an added risk exists in these individuals. The operative mortality 
in patients over 60 varies from 7.2 per cent, as reported by Evans and 
Key,*® to 18.89 per cent in other series of the 60-70 age group. At the 
Goldwater Memorial Hospital the mortality in cases from the 71-80 age 
group was 25.89 per cent. However, for a group of 50 cases from the 81-90 
age group the mortality was 34.8 per cent. Claggett* reported a mortality 
of 9 per cent in 1,204 patients operated on after 60 years of age. This is 
the usually accepted mortality rate in selected and, to a great measure, 
controlled elective cases. These statistics lend little support to the popular 
and often expressed belief that old people withstand operations well. It is 
better stated that some old people stand operations well. 

It is extremely helpful to have a thorough knowledge of every patient 
before undertaking surgery, if the risk is to be minimized. Patients cannot 
be measured by their chronologic age but must be estimated as to their 
exact physiologic status. Many people at 50 may be years older than their 
actual age.° 

A carefully obtained history and a complete knowledge of the patient 
may reveal important data in the decision to undertake surgery. The family 
physician can be of inestimable value in aiding and arriving at the conclusion 
as to the ability of the patient to undergo surgery. 

The basic anatomic and physiologic changes that occur with age should 
be remembered in the geriatric evaluations. Elderly patients for the most 
part are without teeth or with oral sepsis and diseases of the buccal mucosa. 
There is a loss of acuity of taste. These conditions lead to poor dietary 
habits, vitamin deficiencies, and malnutrition.® There is a decrease in secre- 
tory activity and muscle tone. Muscular weakness of the abdominal wall 
permits varying degrees of digestive disturbances and frequent constipation. 
The transmission of food is slow, and the gastric acidity is diminished or 
absent in from 25 to 65 per cent cases. There is diminution of the ability 
to decrease the bulk of the food and to properly prepare it for assimilation. 
*From the Department of Surgery, Emory University School of Medicine, Emory University, 


Georgia. 
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Pepsin, trypsin, and lipase are decreased in the resting states. However, 
the latter two may be increased after stimulation. Pancreatic amylase is 
decreased in the fasting state but can be sufficiently stimulated to com- 
pensate for the impairment of production of salivary amylase. Carbohydrate 
metabolism as measured by blood sugar curves may be definitely impaired. 

According to Kountz and others," it is believed that the normal protein 
requirements are one gram per kilo body weight. It is essential that adequate 
protein be taken in order to protect and aid in resistance to infection; to 
affect a specific dynamic action; and to produce a sense of well-being. It has 
been shown that the normal protein requirement maintains normal nitrogen 
balance in only 83 per cent of elderly patients. Thus, it is further believed 
that protein needs higher than one gram per kilo are necessary. This is 
attributed to faulty food habits and failure of absorption, since two to three 
grams are excreted in the feces daily, or three times the normal amount. 

No major changes in the blood calcium, phosphorus, and phosphatase 
are noted.©° However, the margin of calcium reserve is markedly decreased. 
Bone changes such as osteoporosis are present, and muscle cramps occur 
at night, when calcium excretion is greatest. It is wise to furnish these 
patients increased calcium in their diet. In view of these facts it may be 
summarized that the gastro-intestinal tract in an elderly patient has a 
smaller capacity to retain and utilize the proper diet. Renal impairment 
is not necessarily an accompaniment of old age unless there is an associated 
disease of the kidney or other vital organs. It is essential, therefore, that 
the patient receive a high protein, moderate carbohydrate, low fat, and high 
vitamin diet. It must be remembered that the usual functional tests may 
reveal no definite systemic impairment, but there may be a decrease in 
reserve under the stress of an operative procedure. 

The cardiovascular system is of most importance and should be com- 
pletely investigated. The cardiac reserve, the history of previous cardiac 
disease, and the degree of compensation if such is present are factors for 
consideration. This does not mean that patients who have cardiac disease 
should not receive the benefits of indicated surgery. Rather, the problem 
primarily must be a measurement of the need for surgery against the actual 
risk involved. 

Renal function should be determined in all instances; blood constituents 
and urinary concentration tests should be mandatory; and, most important, 
the specific gravity and the output of urine should be known. An attempt 
should be made to improve the urinary function in those instances in which 
time is available. Long-standing respiratory diseases, such as bronchiectasis, 
emphysema, and chronic cough add considerable risk to the patient. Meas- 
ures for the improvement of these conditions, such as drainage and anti- 
biotics should be instituted. An x-ray examination of the chest should be 
routinely obtained. 
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Malignancy was the diagnosis in approximately 40 per cent of patients 
over 60 years admitted to Emory University Hospital. The next most 
frequent cause for admission of elderly patients to this hospital was prostatic 
obstruction. Fifty per cent or more of the admissions may be classed as 
urgent or essential to preservation of life. In the non-urgent cases, if is 
necessary that one determine whether the risk of surgery is offset by the 
gain of its performance. Certainly there is no argument that surgery should 
be withheld from patients whose life is dependent upon it, even with a 
reasonable associated risk. In the advanced cases, many patients should best 
receive conservative measures for palliative reasons, if complete and more 
radical measures cannot be performed. Wangensteen,* however, believes 
that with adequate preparation, compromising procedures should not be 
done; that is, an all out attempt for curing the patient should be made. 

The psychic factors involved in the elderly patient should not be mini- 
mized. A definite routine of life is established, the disturbance of which 
may determine the difference between success and failure. The least possible 
* Many old 
patients have lost their desire to continue to live and need to be handled 
with patience, diligence, and skill during the hospital period. 


psychic trauma should be the ultimate aim in all instances.’ 


Considerable difficulty occurs in diagnosing many of the acute surgical 
problems. Foremost among the difficulties should be mentioned the acute 
conditions within the abdomen, with particular reference to appendicitis. 
In a great number of instances there is a delay in seeking medical aid, as 
a result of fear, lack of consideration of the symptoms, and especially the 
desire to be of the least trouble to the family. Far too many elderly patients 
are seen with a ruptured appendix. The education of the family and at- 
tendants to old people should be directed towards awareness of suspicious 
symptoms. It is fully realized that many of these patients have a multitude 
of complaints, but one should be particularly aware of the possibilities. The 
avoidance of unnecessary suffering and the prevention of further disability 
can be lessened by early treatment. This can be best emphasized by treatment 
of the recurrent acute cholecystitis, rather than conservative measures until 
empyema, stones in the common duct, and advanced liver involvement 
develops. The drainage of the diseased gall bladder may be attended by a 
prolonged morbidity and frequent recurrences. Early diagnosis and definitive 
surgery after satisfactory preparation will prevent this complication. 

After evaluation of the patient, measures can be utilized to further 
reduce the risks. Far too great a number of cases are urgent, and only a 
short time is available for preparation. In no group is the problem of 
hydration of as much concern as in the older age group. The adequate 
intake and utilization of fluids is the key to most problems. The estimation 
of the requirement can be determined by the usual means, such as hemato- 
crit, specific gravity of the blood, total blood counts, and the existing 
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physical status. Emphasis must be placed on the dangers of overhydration 
as much as dehydration. If too rapidly administered, intravenous fluids may 
result in heart failure and pulmonary edema. The speed and amount of fluid 
must, of necessity, be gauged by the needs and existing conditions. 

The administration of sodium chloride to surgical patients requires 
further emphasis with particular reference to elderly patients. It has been 
shown that the normal requirements for sodium chloride is from three to 
ten grams daily, and that the administration of larger quantities results in 
sodium intoxication and edema. Ravdin and others’ have emphasized the 
role of hypoprotenemia in the production of generalized edema in the poor 
risk patient. The additional sodium in these patients further increases this 
state and produces complications which could be avoided. 

An estimation of the proteins needed should be known, and the ad- 
ministration of sufficient quantity given, preferably before undertaking 
surgery and continued during and immediately afterwards. Recovery and 
wound healing are dependent upon adequate proteins. 

The administration of whole blood in quantities to restore the normal 
volume and to correct the frequent existing anemia is extremely essential. 
The appreciation of this need is gaining impetus with more usage. The 
giving of larger quantities of blood, however, carries the added danger of 
all parenteral fluids plus the risk of all transfusions. Extreme caution must 
be exercised in the matching, preparation, and administration of blood, 
since elderly patients are least equipped to withstand the potential result- 
ing reactions. 

As a preliminary preparation, it should be remembered that elderly 
patients do not tolerate barbiturates or opiates well. Administration of these 
drugs should be withheld when possible and cautiously given when neces- 
sary. When Lord Monyhan stated that “surgery has been made safe for 
the patient, and now the patient must be made safe for surgery,” he must 
surely have had the older person in mind. 


SUMMARY 

1. Elderly patients are definitely increased surgical risks. 

The majority of conditions requiring surgery are classed as urgent 

or emergency. . 

3. There is an increasing number in the older age group, which will 
necessitate more surgery in this age bracket. 

4. The same criterion cannot be used for estimating the ability of the old 
person to stand surgery as one uses for the younger individual. 

5. The normal physiological needs of an elderly patient vary. It is neces- 
sary that a high protein, moderate carbohydrate, low fat, and high 
vitamin diet be given. 

6. The psychic factor in an elderly person is of much value in preparing 
for surgery. Sympathy, diligence, and firmness must be exercised. 
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A thorough investigation must be made, which constitutes an accurate 
history, complete physical, and sufficient laboratory studies. 

8. Dehydration merits more careful scrutiny, since the effect of treatment 
may be met with an equally harmful state of edema. This edema may 
be produced with an associated hypoprotenemia, excess sodium ad- } 
ministration, and the mechanical overloading of the heart with a too 
great and rapid fluid intake. 

: 9.° The value of oral or parenteral proteins have been firmly established 
and play an important role in decreasing the risk in the elderly patient. 

10. Blood transfusions offer much towards preparing the patient for sur- 

gery by correcting the lowered blood volume, anemia, furnishing 
depleted proteins, and aiding the protective mechanism against disease. 
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THE NEUROTIC STRUGGLE 
IN SENESCENCE 
T. A. Watters, M.D.* 


Although psychiatry has made substantial contributions to geriatrics, 
casual thinkers still believe the neuroses only occur in earlier life. Accord- 
ingly, the diagnosis of psychiatric disorder is too frequently influenced by 
the period of life in which it appears. As a result, the neuroses, so readily 
identified in the reproductive span, are frequently missed in the senium, 
because “senile psychoses” all too often come to mind. The particular 
period in life may color the neurosis, but the time factor is not necessarily 
the only diagnostic determinant, rather it may be one of several that disturbs 
the personality, whatever the age. 

Of all the periods in life, the reproductive has received the most atten- 
tion, because here the sex drive plays a dramatic role. The sex drive, however, 
is only part of the greater attitude, namely, love, the varied expressions of 
which endures throughout life’s span, from birth to death. In this period, 
the neuroses, sometimes defined as disorders in the capacity for loving and 
hating, will naturally show most plainly, evolving and interfering with 
mature sex expression, but from their very nature they can appear both 
before and after the period of reproduction, even in senescence. 

With the extension of life and all the modern facilities for its preserva- 
tion and enrichment, and the lifting of certain Victorian inhibitions and 
conventions, we find neurotic disorder beyond middle life, undiluted, or 
often overlaid with organic implications of senescence, but patent to an 
informed eye, nevertheless. Advances in cosmetic art and plastic surgery 
have prolonged the years of allure and amatory experimentation well beyond 
what was formerly possible. The neurotic struggle, formerly denied open 
expression in polite society, and therefore masked under traditional organic 
diagnoses, nowadays displays itself more openly for what it really is, observed 
not only by the physician and family, but also by the public at large. Thus 
we have the spectacle of the chic, but aged coquette, and the trim, but old 
man-about-town still striving for new laurels in love. Among these senescents 
are many with continued sex drive, but diminished capacity in the use of 
the organs, which often leads to perverted practices, frequently with younger 
companions. These practices sometimes have serious consequences, par- 
ticularly when there is organic involvement or pronounced regression of 
the ego. At this age, the neurotic picture they present will often resemble 
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that of earlier life: namely, one of sexual thrusts of curiosity and experi- 
mentation, as discreet questioning may well confirm. 

It is a medical misfortune that the student, in preparing for his pro- 
fession, is not assisted to a full realization of love and hate in relation to 
health and welfare; of the laws of operation of these two emotions, and the 
problems which pertain to them as they occur in the different periods of 
life. Frequently indeed, neurotic phenomena associated with the climacteric 
may resemble that seen at puberty and adolescence, or at the oedipal period 
so familiar to the psychoanalyst, or emerge later in senescence as a dramatic 
expression of what has existed, though held in check and concealed through- 
out the individual’s life. 

The conscientious physician can orient himself best for his clinical task 
by conceiving of the human being in terms of his life cycle, not in the narrow 
biological sense, but from the standpoint of certain psychological problems 
inevitably faced by each individual. For example, it is noted that evolving 
from the critical times in early childhood, known as the preoedipal and 
oedipal periods, problems of dependence and domination, of love and hate 
may develop, throwing the personality into conflict. These problems may be 
adequately or inadequately solved, thus entailing a dynamic struggle within 
the personality and with other individuals throughout the life span. These 
problems are either mastered in such a manner that the person matures norm- 
ally, or he may never learn just how to deal with them and remain.emotionally 
immature or neurotic throughout his life. Such inability to learn, or interrup- 
tion in the learning process early in life, constitutes the basis for the neurosis. 
This failure leaves unsolved a potential nucleus or source of trouble which at 
any point may repeatedly erupt in response to the vicissitudes of temptation 
and trauma, accident, disease, and medical intervention, which when studied 
carefully, may be found to be specific causes or situations calling forth the neu- 
rotic response. Included also may be disturbances of the biological functions, 
some of which have been well described in the formulations of psychosomatic 
research. 

In therapy, a broad program is needed to accurately analyze and 
shrewdly estimate the person: the integrative ability of his ego at his age, 
his psychosomatic distress, and a practical consideration of his family and 
environmental difficulties. 

In his practice, the physician will be called upon to deal with such prob- 
lems at every age, and when they appear in senescents, they must be recognized 
for what they are. The physician is accustomed to thinking of the patient 
as making adequate or inadequate adjustments to his environment. In dealing 
with senescents, however, he must extend his realization of therapeutic 
resources to more readily include manipulation of the environment and the 
interpersonal relationships, in order to re-adjust the patient himself. This 
calls for as much skill in management of the participants in the real drama 
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and its setting as it does in the actual treatment of the disorder in the patient. 

The following cases represent a neurotic struggle persisting into senes- 
cence. 

Case 1. A seventy-three year old contractor, retired, father of two chil- 
dren, husband of two wives (one deceased), because of growing conflict 
between his second wife and daughter, was quietly removed from his home 
by his daughter, when the second wife was away for a short stay. Shortly 
after, he became unmanageable, particularly at night, and was transferred 
to the hospital. The presenting complaint was night-terrors, characterized 
by screaming and yelling; arising and claiming to see snakes in common 
objects; throwing and breaking things. Under a simplified regime and more 
sympathetic and understanding care, he simmered down into a rather even 
behavior pattern of calmer nights. Through interviews it was revealed that 
periods characterized by great activity in sex, marked by overtures to almost 
any woman who passed, were followed by a return of disturbed nights as 
described, and that the pattern of nightmares had prevailed over his lifetime. 
The general therapeutic problem was complicated by family dissension and 
the wife’s inability to grasp the situation. She failed to realize that his ego, 
impaired by the ravages of arteriosclerosis and senility, was unable to cope 
with fears tied up with his own inadequacy. The neurotic technique of over- 
compensation that during the productive interval had brought financial 
success, was ineffectual in dealing with the encroachments of old age. 
Neurotic factors coloring the psychotic outbreak, can be clearly traced in 
the nightmares persisting over his lifetime, featuring animal fears and snake 
horror, which the deteriorated and regressed ego could no longer handle. 

Case 2. A sixty-five year old widow, mother of two daughters, grand- 
mother of four, complained of grinding of teeth that awakened and annoyed 
her. Her first marriage at the age of fifteen ended in divorce at twenty, and 
was an effort to emancipate from her mother, towards whom she harbored 
intense resentment. There were two daughters from this union. After a 
short interval there was a remarriage, which, too, was one of frustration 
and disappointment, terminating in the husband’s decease ten years previous 
to her visit. This marriage left her in comfortable circumstances. Through- 
out both marriages she had attacks of fainting, repeatedly diagnosed as 
hysterical, and because she feared their reoccurrence, she engaged a com- 
panion, as she could not live with her daughters. Her dress was ‘“‘youngish”’ 
and her manner coquettish, and she frequented night-spots, particularly 
gaming places, where she frittered away money with very little conscience. 
All in all, she led a full, but uneasy life with some casual experiences with 
younger men. The tooth-grinding and fainting spells bore a definite relation 
to her early life, and were positive reactions to her mother, upon whom she 
turned with considerable rage, but kept it under choke. (B. P. 220/190.) 
Thus the two marriages were both beset with many episodes of self-thwart- 
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ing aggression when her demands could not be quickly and fully granted by 
her husbands, and she spoke of both rather frequently as making ‘‘so many 
sadistic requests” when her frigidity was disturbed. Simple exposure of 
material, with formulation and insight, gave improvement to her complaints, 
especially that of teeth-grinding. | 

Case 3. A sixty-three year old widow, financially independent, yet living 
with her daughter-in-law social worker and only son, a physician, was 
referred for psychiatric treatment because of her ‘‘uncooperative, neurotic 
attitude.” The relatives submitted a detailed history to support their psy- 
chiatric formulation of her case. The patient’s expression was one of extreme 
distress, rather than the bland look of a neurotic. Although examination 
revealed unmistakable signs of involvement of the pyramidal tract with 
implication of the vocal cords, by reading psychiatric inferences into the 
picture, her son and daughter-in-law had chided her awkwardness and 
treated her harshly for what they called her wilful non-cooperation. The 
true organic picture was pointed out, and professional nursing care recom- 
mended. Because of his own hostile attitude towards her, the son was 
blinded to the true state of affairs. The patient, on the other hand, with a 
clear sensorium and her ego not involved by her neurologic disorder, dis- 
simulated much of her physical symptoms in order to maintain her place in 
the triangle and vie with her daughter-in-law, whom she resented with bitter 
jealousy. She preferred to suffer, rather than give over a life-long attempt 





to dominate her son. 


In the cases just reviewed, neurotic factors were seen to be still at | 
work, but subject to some modification when recognized and_ properly 
treated, regardless of the patient’s age. 

It is apparent that in any broad program of treatment,’ the physician 
must attempt to win over the relatives, for he will need their close co- 
operation, not only in adjusting the patient, but sometimes for the patient’s 
own protection, or even vice versa; and in this lies his opportunity for using 
broad and effective principles of mental hygiene. 

The physician can assist the relatives in coping with a personality 
grown rigid and stubbornly resistive to change; or too plastic and pliable, 
hence easy prey to malicious schemers and swindlers. He can help the 
patient himself to face such typical problems as loss of authority; being 
supplanted by younger men with new and different convictions; enforced 
retirement; lack of suitable diversion; loss of mate or close friends; mutual 








adjustments between different generations within an extended or shrinking 
family constellation; such obvious handicaps as failing sensory functions; 
loss of memory; drowsiness. He can induce the patient to accept inevitable 
changes in the physiological rhythms of digestion, elimination, sleep, and 
so forth, and will go into the problem of aging with the relatives, particularly 
as applied to the patient, pointing out that such traits as hoarding, hiding, 
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forgetting, and undue suspicion are often part of the picture, and are to 
be accepted philosophically, yet dealt with practically. Occasionally, the 
doctor can intervene to encourage children accustomed to life-long domi- 
nation by the aging parent, to take over some authority and not permit the 
whims and caprices of the senile tyrant to disrupt the household. 

Such careful study of these family units in operation will reveal quite 
frequently that what is often falsely ascribed to heredity is really a condition- 
ing of the individual to his family pattern, such conditioning operating by 
identification or imitation, or by rebellion and opposition. The pattern itself 
may be either desirable or undesirable ;-at any event, it must be considered 
a force to be reckoned with, for often unconscious tendencies impel repe- 
tition over successive generations, and it is charged too quickly to heredity. 
On the other hand, if corrections or compensations are made, heredity is 
not given proper credit for the successes, for even “bad” heredity may be 
considered “good” in a sense, if it is stimulative of the extra effort needed 
for such corrections. This paradox can occur often enough to constitute 
a therapeutic resource rather than a liability, with proper manipulation of 
certain unconscious determinants. Heredity factors must not be under- 
estimated, but neither must they be overestimated and played up against 
the opportunity to forestall repetitions of undesirable patterns on the part 
of coming generations; successive generations can be treated by setting 
in motion the corrective efforts which come from good therapy. Many 
students find in heredity and fate too simple explanations of human be- 
havior, whereas, if they would study the structure of the unconscious 
determinants of the neuroses, they would find material sufficiently modi- 
fiable to change and offset both. The family physician, in particular, who 
frequently treats several generations in the same family, can often intervene 
to ameliorate undesirable family patterns, referring special problems to the 
psychiatrist when necessary, and working with him to better conditions for 
all in the family circle, from the children up to the aged grandparent. 

Perhaps in geriatrics one is in a better position to see the effect of 
neurotic family patterns over successive generations than in any other field 
of medicine, and the physician is offered an unique opportunity to alter the 
course of neurotic history as it attempts to repeat itself from one generation 
to the next. . 
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COMMUNITY ORGANIZATION 
FOR OLDER PERSONS* 


Elon H. Moore, Px.p.+ 


“THE AGED.are the victims of our civilization plus our scientific attain- 
ments. Whether wisely or not, we have succeeded in lengthening their life 
expectation. The task will be wisely completed when we make possible for 
them the fullest enjoyment of these added years.” * 

‘At best a small percentage of our several million retirants will seek 
locations in homes for older persons or in retirement communities. The pre- 
ponderant majority will continue their later years in the typical American 
community with its balance of age groupings and with its activities designed 
chiefly for the young and those in vigorous middle age. In most of these 
communities little has been done to meet the most pressing needs of older 
persons. In recent decades cities and smaller communities have been so 
concerned with community provisions for the young that we have closed 
our eyes to the limitations and denials in opportunities for the ever-increas- 
ing number of older persons. A booklet was recently published by the New 
York Housing Authority on the community facilities and activities in their 
several projects. Out of eighteen pages of discussion no attention whatever is 
given to provisions for older persons. Seventeen of the twenty excellent 
illustrations are related to children’s activities. The remaining three show a 
building, a laundry and a kitchen. Nothing in this unusually attractive book- 
let suggests that the aged have any problems to be met in a housing project. 
Certainly no one protests the meeting of needs of the younger generation. 
It is both important and necessary that we do so. But if in doing this we 
have left untouched necessary provisions for older persons, we are not unlike 
the boy who presents his clean right hand for inspection while the left is 
still dirty and unwashed. 

The development and organization of a few community resources to 
meet the more basic needs of the older population is achieved in ways simi- 
lar to community organization for other purposes. Here, however, the needs 
are relatively simple in nature, and need not be costly. The chief needs 
demanding attention are suitable living locations, some interesting and use- 
ful activity, and giving older persons confidence in themselves. In most 
American cities there is a woeful lack of reasonable rentals adapted to the 
needs and frailities of older persons and of social and interest outlets for 


this neglected group. 
: PROVISION OF HOUSING 


The housing provisions which claim our interests here will be limited 
to those designed for ambulatory paying tenants. While many of the pro- 
*Aid for this study was given by the Social Science Research Council and the University 
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visions are equally applicable for relief clients we are here concerned with 
meeting the needs of the large non-relief group. 

Rarely is the housing need of the older person one of mere shelter. 
Problems of locations near facilities and parks, freedom from gradients and 
steep stairs, ample lighting, absence of noise and heavy traffic, sun porches, 
convenient and adequate heating and many other items assume greater 
importance in housing for the aged than for younger groups. It is unneces- 
sary to furnish supporting evidence from physicians to indicate the desir- 
ability of ground floor locations except where elevator service is provided. 
In the utilization of expensive urban property it may become necessary to 
provide two story arrangements either with upstairs chambers or preferably 
separate flats or apartments on each floor. Neither is further support essen- 
tial to recommend that living quarters for older couples should be con- 
veniently small so as to lighten the household duties of the wife. However, 
they should not be too small to accommodate some of the cherished family 
possessions or too inconvenient for the occasional entertainment of guests. 

That older persons in large numbers do not have the opportunity of 
satisfying even the minimum of requirements for their safety and comfort 
is supported in a number of reports. In her report on Old Age in New York 
City, Brunot’ found few facilities for housing the aged with the exception 
of congregate provision in institutions. An English study* reports that 
17 per cent of all new dwellings should be constructed for older persons if 
the needs for this group are to be met, whereas since 1919 only slightly 
over one per cent of all building had been designed for this group. This 
small percentage does, however, represent a start and the nearly 30,000 
dwellings for older persons constructed in that period indicates at least the 
faint heart recognition of this problem. 

One gains further evidence of the as yet unmet needs in housing for 
the aged in the long waiting lists for the places already constructed. In 1938 
some 1500 aged Deerborn miners were waiting for death of residents to 
make available room in the many small homes provided for this group. 
Portsmouth which had in that year erected 20 new houses for old people 
had applications from 350 eligible people. 

Cooperative groups and benevolent housing societies are resporisible 
for a considerable development in this field. However, the major provision 
has been made by local authorities with the assistance of the Ministry of 
Health. 

A housing program somewhat similar to that in England is underway 
in Scotland under the sponsorship of the Sccttish Housing Advisory Com- 
mittee. Other developments, some private and some public in nature, are 
found in France, Holland and Sweden.‘ 

In this country the housing provision for older persons is that of 
left-overs. Attics and basement locations which are the living quarters for 
many aged in our larger cities are poor substitutes for small, quiet and 
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comfortable quarters. It is high time that public housing authorities give 
serious attention to this ever-increasing number of older persons in their 
midst. Such provisions need not be elaborate or beyond a cost which can 
be regained through rentals. A portion of the so-called temporary war 
housing could be used to meet the needs of older couples in many cities. 
Whether this housing is left in its present location or moved to sightlier 
settings will have to be determined for each area. In any event the housing 
authorities are missing a real bet in failure to secure a number of these 
structures. Several of the types are conveniently small, easily heated and can 
be made comfortable. Further, they combine separateness, absence of stairs 
and ease in housekeeping, all important items in the provision of housing 
for the age group. 
PROVISION OF SOCIAL OUTLETS 

Aging persons often experience a gradual reduction in social groups. 
Finally they come to a day when no active groups remain. Apparent reasons 
for the social isolation which is the lot of many older persons are not 
difficult to find. Declining energy, death or other removal of former asso- 
ciates, and often the sense that one is unwanted in the associations of 
younger persons cannot be ignored. However this loneliness of oldsters 
is also the result of failure to constantly build new friends and new associa- 
tions. Many who in later middle age are happy and content with their 
current groupings discover some years later that these have disappeared 
and that life is lived more and more with themselves. This is less true for 
those with strong church or fraternal connections where the processes of 
group membership make available new associates. Similarly this social 
starving is less marked in rural and village communities than it is in urban 
areas. Whatever the reasons, thousands of older persons in any large city 
are without the balancing experience of social grouping. They are denied 
the satisfactions which come from a consciousness of “my group.” 

It is quite idle to condemn these oldsters for their failure to keep their 
“social fences’ in good repair. Especially is this the case when a little 
direction with limited expense can make their life more abundant. In this 
connection the work of Oskar Schultze in Cleveland merits our attention. 

In Cleveland, as in other cities, are many thousands of older persons 
scattered throughout the city. Many of these-were living a starved social 
experience. Many because of age would experience embarrassment in seek- 
ing admission to social groups. In them they would feel out of place or 
perhaps more strictly “out of age.” Further they often lack the funds for 
participation in many of these groups. What they needed was a simple, 
informal grouping and a place to meet. In approaching the situation Mr. 
Schultze sensed no serious difficulties. The older people wanting some 
social life were available in great number. Also there were numerous audi- 
toriums and other rooms in churches, libraries, lodges or other agencies 
which were unused during much of the week. He secured the loan of such 
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rooms in different sections of the city. The rest was not difficult. Although 
at the first meetings of the “golden age clubs” a number came with doubt 
and hesitation, they soon discovered that the club was their own. The 
activities included singing, discussion, occasional entertainment, social af- 
fairs and picnics, and also a program of service in visiting other oldsters 
less fortunate than themselves, the shut-ins. Many a member found real 
satisfaction in his or her associations with bedridden oldsters in their own 
neighborhoods. They read to them, played checkers with them, or just 
talked. Occasionally they shopped or ran errands for them. In these ex- 
periences they gained something to live for and former tendencies toward 
self pity faded. 

New members of these clubs sometimes are the result of referrals by 
welfare agencies or ministers. However, the larger number are brought in 
by members or are those who read of the club activities. The clubs include 
all levels, the college graduate and the illiterate, the relief client and those 
without economic difficulties. That these clubs meet a felt need is evidenced 
by the numerous violent protests which came from members themselves when 
the proposal was made that meetings be discontinued during a hazardous 
ice and snow period. Further, Mr. Schultze reports that in a short time the 
clubs pass beyond the establishment of individual friendships to a sense of 
close group affiliation. 

By July, 1945, fifteen clubs with a membership of over 800 and a 
weekly attendance of nearly 500 were operating in Cleveland. Further, there 
were many requests from sections of the city as yet unserviced to organize 
additional groups to serve these areas. Organization of these new clubs 
awaited only the training of assistants. The total cost of this program for 
the city of Cleveland is under $6,000 (1945-46). It is supported by the 
Cleveland Foundation, the Benjamin Rose Institute and other agencies. The 
source of funds. for this work is of limited importance. In other cities 
fraternal organizations, service clubs, churches or even the city government 
might well sponsor the “therapeutic service for this previously neglected 
group.” It costs so little and means so much. 

Club groups for older persons are now found in a number of cities. 
Few of these provide for a city-wide distribution as found in Cleveland. 
Most publicized of these other clubs. is the Three-Quarter Century Club 
of St. Petersburg under the energetic direction of Mrs. Evelyn Ritterhouse. 
This club’s activities include dramatic and choral groups which present full- 
fledged programs. Discussion clubs, shuffleboard contests, state picnics and 
welfare activities meet the interests of other members. The regular baseball 
games between teams, all of whose members are seventy-five or over, pro- 
vides excitement for both participants and the thousands who sit in the 
bleachers. These various activities are as fully publicized as were the foot- 
ball games or dramatic productions of their high school days. An account 
of the closing concert by the Three-Quarter Century Club chorus appeared 
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in a St. Petersburg daily paper. Some 36 inches of publicity including pic- 
tures were given to this event. Special attention was given to the director 
and to all who took leading parts in the chorus. Here one may not only 
participate; one can also receive public recognition for his effort. A 93 year 
old lady writes about taking the leading feminine role in the annual dramatic 
production. She was starred opposite a man who had reached the century 
mark. Their pictures together with the rest of the cast appeared in the 
local papers. She writes about this with all the thrill of a boy who had just 
scored the winning touchdown. 

Not every community will wish to institute the numerous activities 
provided by St. Petersburg. Even small cities can, however, provide meet- 
ing places and sponsorship of clubs for elder persons. Long continued spon- 
sorship and direction is frequently unnecessary. There is sufficient originality 
and directive capacity among the old themselves to successfully carry on 
their own club activities once the start is made. 

Organizers of old age clubs must be ready to face the fact that due 
to the excess of women in the older ages organizations for these age groups 
will likewise usually experience a larger proportion of women. If some 
balance between the sexes is desired it can only be achieved by tuning the 
club’s program more in terms of the interests of elderly men and less in 
terms of interests found among the women. It would appear to the writer 
that the value of numerical balance is less to be desired than the making 
available to all elderly persons contacts and activities which may enrich 
their lives. 

SPECIAL INTEREST OUTLETS 

Several of the interest outlets which may be offered to older persons 
have already been anticipated in the previous discussion. In the case of 
retirants with the loss of their occupations there is double need for other 
activities to which they may turn. Few would deny the therapeutic value of 
new interests for the old professor who stands about outside his old class- 
room and informs passers-by that there is where he used to hold his students 
“enthralled.” Since no single interest outlet will appeal to all oldsters, any 
more than it does to all who are younger, there must be variety. 

Most general and easiest to provide are the various forms of recreation. 
Shuffleboard and quoit courts can be provided in the parks. Chess and card 
clubs, dancing groups and dramatic clubs require only the loan or rental 
of rooms. These will often be provided without charge by interested lodge 
or church groups. These specialized interest provisions may not appear until 
some general leisure activity club reveals the special interest groupings of 
its members. An exhibition of previous work by the individual members, be 
it painting, handicraft, photography or other will aid in defining these 
special interests and at the same time provide a degree of recognition to 
the participants. 

Education is always a source for the building of new enthusiasms. Dr. 
William A. McKeever organized such a school for those over seventy in 
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Oklahoma City on the principle “something interesting for everyone to do.” 
He called it a “school for maturates.” The more than 900 older persons 
who availed themselves of this opportunity in a single year indicates the 
desire of new knowledge even at this age level. Denver and other cities are 
credited with similar developments. 

Many cities have schools in arts and handicrafts. These are often pri- 
vate developments. Even though they may not be designed to serve only 
the interests of retirants and older persons a goodly number of their students 
may come from this later year group. The Universal School of Handi- 
crafts in New York City gives training to many of this group. Its courses 
include plastics, weaving, carving, ceramics, bookbinding, decorative tech- 
niques and many others. Its able director, Edward T. Hall, can cite case 
after case of retired persons who found a new lease on life and, what is less 
important, occasionally an income from some art or handicraft acquired 
in these latter years. He believes that working with one’s hands on items of 
interest is the “great balance wheel’ in restoring meaning to life. 

The wide world of interests should offer no serious contraction in the 
older years. They may be kept alive and active if some group within each 
community will but provide the facilities for their centinuance or develop- 
ment. A program might be instituted in public vocational schools by setting 
aside certain periods for older persons. The growing practice of retirement 
at 60 or 65 makes more necessary the provision for other outlets which 
permit the fulfillment of old interests and the finding of new interests and 
new associates. Schools for maturates, hobby shops and handicraft training 
centers serve a real purpose here. 

WORK OUTLETS 

The increasing practice of retirement at a specified age leaves a number 
unable to satisfy their essential needs from pension and savings. The pen- 
sions in many cases are small and in many others there is no pension or 
annuity as many of the occupations are not covered by social security. 
Whatever the reasons, savings are limited for the great majority of retired 
persons. For those whose savings and pensions are inadequate but two 
courses remain open. These are to secure another paying job or to seek 
help from public or other welfare funds. In periods of normal employment 
jobs for older people are difficult to secure. In spite of all the optimism 
developed during the war years, this problem is likely to grow more serious 
in the years ahead than it was prior to the war. 

A practical solution may be found in the provision of sheltered work- 
shops and industries such as many states and cities provide for the blind. 
Possibly a private development similar to that of the Good Will Industries 
for handicapped persons would be preferable to one under public auspices. 
Whether the provision be public or private in nature, some frank facing of 
the problem of more adequate economic provision for many now in retire- 
ment must soon be faced, either through relief or through work oppor- 
tunities. 
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COUNSELING CENTERS FOR RETIRANTS 

There exist in San Francisco and in New York City counseling centers 
for the aged. The former was organized by Dr. Lillian J. Martin in the 
late 1920’s when she was in her seventies. After her death at the age of 92 
in 1943, the center has been conducted by her assistant, Mrs. Clare De- 
Gruchy. During the years of operation, several thousand clients have 
availed themselves of the counseling service offered by the center. The 
service includes both examinations and exercises. The examination includes 
a physician’s report, a brief testing of intellectual and other abilities and 
the use of interviews to uncover hidden resources. With this information 
available the worker then works out with the client a series of exercises and 
activities designed to strengthen memory and interest or to extend one’s 
associations or to salvage any other attitudes or abilities which will help 
in giving meaning to life. 

Sufficient doses of challenge and inspiration are added to provide 
motivation and to give clients confidence in the abilities which they possess. 
That many of the clients have substituted attitudes of hope and confidence 
for a former sense of hopelessness and defeat is supported in the experiences 
of hundreds who have*come to the center. Some are re-established in paying 
jobs. A great many more discover new meaning to life in realizing their 
own potentialities suggested by the tests. Sometimes they require only the 
mastering of sufficient courage to undertake those things they have always 
wanted to do but which they believed they could not do. Much use is made 
of social groups, handicraft schools and other agencies. The writer has seen 
the fine workmanship in carving and painting by men and women in their 
sixties, seventies and even eighties, who but a few years before had never 
touched the brush or used the knife for carving. Naturally a great amount 
of their work has no special quality except that which reflects the spirit and 
self-confidence of the worker. A few have high quality. 

A great deal of the service rendered by such centers may call for but 
a single visit. A man of 78 comes for advice because his son is trying to 
discourage him from further driving of his car. The medical report indicates 
that the man is agile, has good hearing and vision and that his reaction time 
is that of men in their late fifties. The advice is to continue driving and not 
to give up those activities for which he has full capacity. 

The service frequently does not confine itself to older persons. In the 
case just cited, the 50-year old son protested to the center regarding the 
advice given his father. He commented, “TI will worry all the time he is out.” 
In such cases there is need for some attention to problems of overprotection 
of parents. 

Dr. George Lawton established the Old Age Counseling Center in New 
York in 1943. Since Dr. Lawton received instruction under Dr. Martin he 
follows a program quite similar to that of the parent center. 

More recently various church and educational agencies and one maga- 
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zine have made starts in the direction of old age counseling. All later 
developments in this field will owe much to the pioneering efforts of Martin 
and Lawton. 

While clinics for the aged have rendered an excellent service, it would 
be false to assume that the great majority of older persons will ever find 
them necessary. For every person who needs such assistance there are many 
who possess the resourcefulness and imagination to work out their own 
solutions. The case which Lawton cites of the retired business man who 
walked the streets of New York for two years in mental anguish as to how 
he should utilize his time leaves the ‘reader a bit cold. Although we may 
agree that this retired business man needed assistance, perhaps even cus- 
todial care, and further agree that the larger the city the greater the sense 
of helplessness and dependency on the part of its residents, it is quite another 
thing to assume that this case is in any way typical even in our largest 
metropolis. The writer has among his friends and acquaintances too many 
elderly persons who retain the zest for happy living and he has in his files 
too many cases of those who in retirement have effected happy and useful 
solutions for him to despair regarding the resourcefulness of the great 
majority of those who retire. 

At the same time, we must recognize that at any age we find a number 
of helpless individuals. Any school teacher, any college professor, any wel- 
fare worker, any minister, any shop foreman, in fact any neighbor may 
attest to their presence. These comments are intended in no way to disparage 
the excellent service which is offered to the clients who visit old age counsel- 
ing centers. Important as these centers are, of much wider significance is 
the widespread community provision of recreational and social outlets for 
the elderly group. 
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GERONTOLOGIC CONFERENCE 


A conference of the British Society for Research on Aging was held 
at the Royal Society of Medicine, London, on July 7. Papers on the result 
of their gerontologic researches were read by Sir Frederick Bartlett, F. R. S., 
Prof. E. C. Dodds, F. R. S., F. Bourliere (Paris), L. Cosin, F. A. Denz, 
EK. Geiringer, V. Korenchevsky, O. Olbrich, H. Brown and M. H. Ferguson, 
and Professor Beltran-Baguena (Valencia University). 
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SIGNIFICANCE OF GERIATRIC MEDICINE 


GERIATRICS, the stepchild of medicine, is finally beginning to be accorded 
the attention it deserves. Growing medical interest in geriatrics has been 
stimulated by knowledge that we are becoming a nation of middle-aged and 
elderly persons and that, if present trends continue, 40 per cent of our 
population will be over forty-five years of age by 1980. 

Attendant to rapid growth of our population beyond median age of 
life is a corresponding increase in chronic illness, disability, degenerative dis- 
eases, and physical and mental impairment. These facts point the wisdom of 
giving geriatrics alert and earnest consideration; if the trend continues, the 
age of the aged is coming, if it is not already here. This is the challenge of in- 
creasing years added to life expectancy. 

Simple definition of geriatrics as treatment of the aged (the word 
geriatrics is derived from two Greek words meaning healing of the old) is 
misleading. Geriatrics is that part of medical science and practice concerned 





with the health of the aging and aged. Geriatrics deals with the medical 
problems of normal aging and aged people, as well as their illnesses, both 
mental and physical. Senescence or normal aging is a geriatric problem as 
is senility or abnormal aging. In many respects the aging are a more 
important group than the aged; there are many more people growing old 
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than there are those already infirm by reason of senility. Also, far more may 
be accomplished for aging patients than for those who are aged. 

Relationship of geriatrics to the broader science of gerontology is inti- 
mate. Gerontology is divisible into three major divisions: the biology of 
senescence; geriatrics; the sociologic, economic, and cultural problems of 
an aging population. Geriatrics is applied gerontology. 

In terms of medical practice, geriatrics is not a specialty like obstetrics, 
orthopedics, and others based on anatomic limitations or therapeutic tech- 
nics. It is, actually, a point of view or attitude of mind alert to the processes 
and consequences of aging, senescence, and senility. Because of this, geriatrics 
embraces all of the specialized fields of medicine and is, preferably, referred 
to as geriatric medicine. 

Clinical problems of later maturity, senescence, and senility are complex 
and numerous. They may be placed in two major groups: problems arising 
because of special characteristics of older patients; problems presented by 
the nature of diseases commonly observed in geriatric patients. In both fields 
of geriatric medicine, medical knowledge is as yet distinctly limited. 

Involutional changes consequent to senescence are insidious and silent 
in onset. To age is to change and the older individual is not the same person, 
just a little older than he was in his youth. Furthermore, the changes of 
aging in the latter half of life do not progress similarly in all people. In 
senescence, involutional changes induced by time alone are complicated by 
the effects of accumulative use, abuse, disuse, and multiple and variable 
injuries. Thus, aging leads to increasing divergence and individual variation. 
Some of the changes incident to aging and the vicissitudes of existence are 
obvious; others are obscure. Among*less obvious but extremely significant 
changes universal in aging are: alterations in homeostatic mechanisms; 
metabolic and nutritional changes; intellectual and emotional differences; 
variations in immunity mechanisms; and decrease of the capacity of the 
geriatric patient to repair tissue damage. 

Most diseases can and do occur at any phase of the life span, but there 
exists a group of diseases, the frequency of which increases sharply after 
the peak of maturity is reached. Chronic and progressive disorders of senes- 
cence which create most of the problems peculiar to geriatric medicine are: 
circulatory and renal diseases associated with arteriosclerosis and hyper- 
tension; metabolic problems including diabetes mellitus, thyroid inadequacy, 
obesity, gout, and climacteric; arthritic disorders; neoplastic diseases. 

Geriatrics and gerontology are as yet but infant sciences, whose future 
progress depends on cooperative efforts of scientists and society in fostering 
research, disseminating information, and applying existing knowledge in 
improvement and maintenance of health in middle-aged and elderly persons. 
Practice of constructive medicine, with the view of not only attempting to 
prevent or arrest development of degenerative diseases, but also of construct- 
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ing greater health in the apparently well person who is by no means at his 
optimal level of vitality, offers great hope for the future of geriatrics. 

Constructive medicine for mature adults offers most for patients during 
the two critical geriatric decades from forty to sixty years of age. Provided 
such persons can be kept near their maximum in health and vigor, there 
will be little cause for anxiety over premature disability and protracted 
invalidism in the years that follow. The procedures through which con- 
structive medicine may be applied to geriatric patients are the periodic health 
inventory and consultation. As Stieglitz states: “Such inventory must be 
comprehensive, individual, and functional in its analysis of the patient’s 
status. Its value will depend largely upon the soundness of the advice offered. 
This, in turn, depends greatly upon the accuracy of the data elicited and the 
intelligence with which it is interpreted.” 

Study of the problems of aging and a practical program for enabling 
men and women to use and enjoy the added years of life is a challenge, not 
to the medical profession alone, but to everyone. The physician’s approach 
to old age and senescence in his patients must change from passive defense 
to active offense and confidence. Age must be rated by health and ability 
rather than by birthdays; people who survive or exceed present-day life 
expectancy of 68 years must not be treated as statistical errors. 

The object of geriatric medicine is to add breadth and depth, rather 
than mere length, to life. An attitude of prophylaxis throughout the patient’s 
lifetime and especially during the critical fifth and sixth decades of life is 
essential if geriatric medicine is to assist mankind to realize fully the vast 
and splendid potentialities of man.—Editorial from Therapeutic Notes, 
Parke, Davis and Company, July-August, 1948 (Special Geriatrics Issue). 


ON THE PRIZING OF LIFE APART FROM ITS CONTENT 


SHOULD the medical interest in old age and the dollars spent in pharmaceu- 
tical research on its diseases be matched by the hoped-for effective prevention, 
the second age of dependency may equal the hitherto allotted life span, and 
could be twice as long as man’s productive life. The Pharmaceutical Medical 
Research Foundation plans to spend a quarter of a million dollars on degen- 
erative disease. Dr. Edward L. Bortz, president of the American Medical 
Association, on the basis of animal physical maturity and life expectancy, 
thinks that man should live to be a hundred and fifty years old. Unless physi- 
cal well-being and, even more important, unless productive activity is pro- 
vided for the aged, not the first but the last hundred years will be the hard- 
est and will be a dog’s life indeed. 

There is no doubt that the population is aging, that men over fifty are 
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less readily employed in industry than formerly and especially so if partially 
disabled by degenerative disease. The medical care, the rehabilitation and 
the productive employment of the aging and the aged is already a serious 
medical and social problem. How often we see a widow alone in her room, 
with no one to mother or mend for, depressed that she is no longer needed, 
her children long since busy with their own young families. How often we 
see the once competent man, now retired, depressed and becoming decayed 
in person, irritable and contentious in minor affairs or, saddest of all, the 
prey of chance delusions—-professional, political or amorous. To live on in- 
definitely and idly with old-age assistance may be more cruel than to be 
allowed an earlier and peaceful terminal illness. 

Geriatrics is not a medical specialty but is a field of human endeavor 
with medical and sociologic aspects and with,many potential resources of 
manpower. In its medical aspect geriatrics, like pediatrics, refers to general 
medicine applied to a particular age ‘group. Cosin' has made some pertinent 
suggestions for organizing a geriatric department in the hospital system pro- 
viding for acute geriatric wards for investigation and treatment, long-stay 
annex wards for patients permanently bedfast, long-stay annex wards for 
frail ambulant patients and the resident-home type of accommodations for 
the more robust patients. He discusses the requirements of the medical-staff 
nurse, orderly and practical nurse according to need. In a large community 
of this country, such as Boston, an organization of this sort might be worked 
out. A close relation could be established between privately endowed homes 
for the aged and general hospitals, some of the income of the former being 
allocated for beds in the latter. The homes for the aged could care for long- 
stay patients in two divisions, one for the bed-fast and one for the frail ambu- 
latory. The general hospital might provide visiting physicians and special- 
ists of various sorts, including experts in rehabilitation, nurses, dietitians 
and externs. The advantages would be mutual. Finally there should be home 
care of the aged living in families or in boarding houses on old-age assistance 
with social-service supervision from the hospital or state social service. 

Undoubtedly, the most important emphasis should be on rehabilita- 
tion and re-employment graded from occupational therapy for the bedfast 
through “made work” for the frail ambulatory and simple piecework brought 
to the home, to light domestic service, outside tasks, timekeeping and baby 
sitting for the aged on old-age assistance. ““The length of days is vanity,” 
said the preacher, and it has been said again by the philosopher who decried 
our “uncritical prizing of life apart from its content.” In our plans to spend 
brains and money on lengthening our days let us allocate a goodly portion 
to devising way of filling them with suitable and rewarding labor —Editor- 
ial, The New England Journal of Medicine, July 22, 1948. 


1Cosin, L. Organizing geriatric department. Brit. M. J. 2:1044-1046, 1947. 





IN MEMORIAM 
Epwin Joun Dory, M.D., 1903-1948 

The many friends of Dr. Edwin J. Doty were deeply grieved to hear 
of his sudden death on March 19, 1948. 

Dr. Doty was born in Hillsdale, Michigan, on December 9, 1903, but 
his family soon moved to nearby Jackson, which he regarded as his home. 
His old neighbors and friends refer to his early display of intellectual quali- 
ties, friendliness, modesty and the ambition to do well which were later 
characteristic of his professional career. 

' After an enviable record at the Jackson High School he attended un- 
dergraduate school at the University of Michigan, where he later obtained 
his Medical Degree in 1929. His education was largely dependent on his own 
financial efforts. 

Following a year spent as instructor of anatomy at the University of 
Michigan, he secured the excellent training in internal medicine which was 
afforded by his appointment as Medical House Officer at the Peter Bent 
Brigham Hospital in Boston. In 1931 he returned to the University of 
Michigan to commence his psychiatric training with Dr. Albert M. Barrett 
at the State Psychopathic Hospital at Ann Arbor. From 1933-1935 he was 
Assistant Resident Psychiatrist at the New York Hospital—Westchester Di- 
vision in White Plains. His interest in neurology directed him to Neuro- 
logical Institute in New York City, where he was a resident in neurology 
from 1936-1937. During this period he became a diplomate of the American 
Board of Psychiatry and Neurology. 

In 1937 Dr. Doty was appointed Resident Psychiatrist at the Payne 
Whitney Clinic of the New York Hospital. Continuing his association with 
the New York Hospital, he was consecutively Instructor in Psychiatry, 
Assistant Professor, and in 1947, Associate Professor of Clinical Psychiatry 
at the Cornell Medical College and a member of the Attending Staff at 
Payne Whitney Clinic. With this training and background he became an 
able teacher who enjoyed imparting his accumulated knowledge to others. 
During the latter period of his hospital work he was psychiatric consultant to 
the various medical and surgical departments of the New York Hospital, 
contributing much to the appreciation of the value of psychiatry in the medical 
problems of a general hospital. Very much interested in working with his 
patients, he was pleased in 1947, to commence the private practice of psychi- 
atry, at the same time maintaining his teaching appointments and participat- 
ing in the work of Veterans’ Rehabilitation at the Payne Whitney Clinic. 

Dr. Doty was a competent, resourceful and meticulously careful clin- 
ician who was not only well trained in the fundamentals of medicine but 
skillful in the art of handling patients, who liked and respected him. Because 
he was versed in scientific methods and thoroughly acquainted with medical 


Read at the 5th annual meeting of the American Geriatrics Society, June, 1948, Chicago, 
Illinois. 
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literature, his research projects were valued contributions to medical knowl- 
edge. His publications revealed thoughtful judgment. He had a strong sense 
of loyalty to his teachers, for whom he had great respect and whose examples 
he sought to emulate. 

Dr. Doty was a fellow of the American Psychiatric Association, the 
American Medical Association, a member of the New York Neurological 
Society, an associate member of the American College of Physicians, a mem- 
ber of the American Association for the Advancement of Science and the 
New York Society for Clinical Psychiatry. He was also a member of Sigma 
Xi and Alpha Omega Alpha fraternities. His loss is particularly felt by the 
American Geriatrics Society for whom he was serving as Second Vice 
President. 

His friends and associates will miss the presence of Dr. Doty, with his 
kindliness, sincerity, intellectual curiosity and dry sense of humor. Psychiatry 
has lost too soon a scholar, teacher and outstanding clinician whose broad 
understanding of medicine had promised so much further accomplishment for 
the future. 

Hollis E. Clow, M.D. 





WILLIAM SEAMAN BarnpripGe, M.D., 1872-1948 


The American Geriatrics Society lost a tried friend when William Sea- 
man Bainbridge passed on. He had been active in the society since its birth 
and eager to contribute to its growth. In a measure, it was through him that 
the official journal was launched. He is deeply and widely mourned. 

Because of his contributions to cancer research, he was an international 
figure. His book on this subject was translated and published in 27 lan- 
guages, among them Arabic. He was a much travelled man, a Captain in 
the U. S. Naval Reserve Force. He was also a born diplomat. His many 
close friendships with medical men, surgeons, and scientists were highly 
constructive ties. He was a thoughtful host ; his many friends were invited to 
the meetings of the International Medical Society and to unforgettable, in- 
timate parties. 

Dr. Bainbridge was a great surgeon and a great human being. Even 
when past 75 years of age, his capacity for hard work was startling. He 


Read at the 5th annual dinner of the American Geriatrics Society, Stevens Hotel, Chicago, 
Ill., June 18, 1948. 
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thought nothing of operating all night long, then taking an early train to go 
“upstate” in foul weather to help some fellow practitioner. 

Dr. Bainbridge was the greatest medical diplomat I have ever met. 
He always controlled situations in such a way as to include the oft-forgotten 
general practitioner. He always sent a speedy message to the attending phy- 


sician when the patient was. discharged. 


He never failed to see the large issue. Born to religious parents of high 
character, Dr. Bainbridge lived a life modeled after theirs, yet he was tol- 
erant. A keen diagnostician, skillful surgeon, he was a truly great man—to 


repeat, a real human being. 


Malford Thewlis, M.D. 





BOOK REVIEWS 


289 RETIREMENT PLANS. 1948 
Edition. Bankers Trust Company, 
16 Wall Street, New York, N. Y. 
105 pp. 


This edition is primarily a study of 
retirement plans adopted in the years 
1946 and 1947 and amendments made 
to older retirement plans in this period. 
It also covers a group of plans adopted 
in the years 1943, 1944, and 1945. 

The 289 plans represent a substan- 
tial segment of the larger and more 
important plans adopted in industry in 
the past five years. The employees 
participating in these plans total about 
1,120,000, which probably constitutes 
about 30 per cent of the employees 
participating in all industrial pension 
plans now in effect, including those 
adopted prior to 1943. This study does 
not include retirement plans of banks ; 
a separate study on bank pension plans 
was published by Bankers Trust Com- 
pany in August, 1947, 

This study is divided into three sec- 
tions : 

Section 1 is a discussion of the im- 
portant characteristics and provisions 
of the 289 plans. It provides the reader 


with a summary of the general pension 
practices in private industry and the 
changes which appear to be taking 
place. 

Section 2 is a description of impor- 
tant amendments to older plans made 
in 1946 and 1947. These amendments 
show the changes necessary in older 
plans as a result of experience, and, 
more important to the reader, they also 
show the changes which companies 
have made in their plans to offset the 
inadequacy of accrued pensions result- 
ing from the substantial increase in 
living costs, the continued high rate of 
personal income taxes, and other in- 
fluences. 

Section 3 is a detailed tabulation of 
the provisions of each of the 289 plans, 
grouped as shown below. Each plan is 
identified by the industry in which the 
company operates. The size of the plan 
in each case is indicated by the number 
of participants. 

Part I—New plans adopted in 1946 
and 1947, 

Part II—Older plans amended in 
1946 and 1947. 

Part III—Plans adopted in 1943, 
1944 and 1945. 























CORONARY HEART DISEASE. 
By A. Carlton Ernstene, M.D. 
Charles C. Thomas, Springfield, Illi- 
nois, 1948. 102 pp. $2.50. 


This monograph is an excellent sum- 
mary of the subject of coronary heart 
disease. The author describes the prin- 
cipal clinical manifestations of the dis- 
ease such as angina pectoris, acute 
myocardial infarction, acute coronary 
failure, paroxymal dyspnea, auriculo- 
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ventricular and intraventricular block, 
other disturbances of cardiac rhythm 
and congestive heart failure. 

Recent advances in methods of diag- 
nosis and treatment are discussed and 
the subject is brought up to date in 
all ways. 

The book is written in a clear and 
concise style and should prove a valu- 
able addition to the library of everyone 
interested in the subject of coronary 
heart disease. 


T. Z. 





NEW PAMPHLET ON GERIATRICS 
A NEw, factual pamphlet titled Live Long and Like It, stressing the im- 
portance of geriatrics, and consisting of thirty-two pages, is the latest release 
of the Public Affairs Committee, Inc. The author is Dr. C. Ward Crampton, 
chairman of the Subcommittee on Geriatrics of the Committee on Public 
Health, Medical Society of the County of New York, and chairman of the 
New York City Department of Health Advisory Committee on Geriatrics. 

Dr. Crampton points out that by 1980, almost 50 per cent of our 
population will be more than forty-five years of age and will require much 
more than half of the country’s medical attention and services, and adds 
that geriatrics is concerned less with treating the ills of those already old 
than with preventing, postponing, and easing the aging processes and guar- 
anteeing a vigorous elderly life. He finds that the chief defects in the mature 
and aging are deficiencies of calcium, iron, and protein, and that 75 per 
cent of the men of sixty and over suffer a lack of one or more of these 
nutritive factors. While on the other hand, many are debilitated by dietary 
excesses, notably sugar and starches and possibly cholesterol, the well-known 
fatlike substance which is found in gallstone and carcinomatous tissue and 
in egg yolk and butter. 

Dr. Crampton finds that no field of medical research has been more 
neglected than that of chronic disease and the ills of the aged. At the same 
time, he casts an interesting sidelight on the fact that in 1945 only a few 
cents per death were spent by foundations on research in cardiac and vas- 
cular disorders, for instance, while $22 per death were spent against cancer 
and $13,000 per death against infantile paralysis. 

Dr. Crampton will be remembered by the readers of The Merck Report 
for his most recent contributions on this subject : “The Science of Geriatrics” 
which appeared in the January 1948 issue, and ‘Selective Nutrition for the 
Aging” in the issue of April 1948. 

Copies of the pamphlet (No. 139) may be obtained for 20 cents each 
by addressing the Public Affairs Committee, Inc., 22 East 38th Street, 
New York 16, N. Y. Merck Report, July, 1948. 
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Digitalis and Embolic Manifesta- 
tions Associated with Rheumatic 
and Arteriosclerotic Heart Dis- 
ease. 

SAMUEL EpstTEeIN, M.D. New York 
State J. of Med., 47 No. 10: 1131 
(May 15) 1947. 

Recent noteworthy publications in 
the treatment of auricular fibrillation 
in arteriosclerotic heart disease with 
cardiac infarction, in the use of dicu- 
marol in acute coronary thrombosis, 
and in the use of digitalis in congestive 
failure, associated with cardiac infarc- 
tion, have posed an interesting and im- 
portant problem in the management of 
these conditions. The problem has be- 
come further complicated by recent 
work pointing out the thrombogenetic 
effects of digitalis and digitaloids, and 
the xanthines, as well as the thrombo- 
plastic effects of mercurials through 
Macht’s contribution; also the throm- 
bogenetic properties of theobromine 
and theophylline. 

The contrasting hypoprothrombinem- 
ic effects of quinine (and _ possibly 
quinidine ), salicylates, and the sulfona- 
mides have been indicated. The demon- 
stration that 5 grains of quinine sul- 
fate taken orally daily for six to six- 
teen days may give a significant rise 
of prothrombin time seems to be of 
some potential clinical value. 

Should this be shown to be true of 
quinidine sulfate (and work is under 
way to demonstrate this), we may find 
a ready explanation for some of the 
contradictory results published. 

The significance of these facts in the 
embolic manifestations associated with 
rheumatic and arteriosclerotic heart 
disease has been discussed in an at- 
tempt to lower the incidence of these 
manifestations, if the anticoagulants 
now available, and those soon to be 
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available, could counteract the throm- 
bogenic effects of the pathologic physi- 
ology of the state itself, of the enforced 
bed rest, and of our medication (digi- 
talis, mercurials, and xanthines). 
Bibliography of 9 references. 


Temporal Arteritis : Some Aspects of 
Subacute Arteritis in Later Life. 
G. H. Jennincs, M.D., British Med. 
J., No. 4548: 443-447 (March 6) 

1948. 

Temporal arteritis is usually part of 
a generalized arteritis in old people. 
This form of arteritis rarely occurs 
without declaring its nature only by 
temporal-artery inflammation, but in 
all suspected cases other palpable 
pulses should be observed for changes. 
The main cause for suspecting the ill- 
ness is protracted severe headache, as- 
sociated with some general malaise in 
old people, particularly females. In 
such subjects the tendency to diagnose 
a functional cause of the pain should 
be firmly resisted and a careful watch 
should be kept on the temporal arteries. 
Retinal arteritis has been observed in 
about half the cases. 

The infective agent being unknown, 
no specific treatment can be given; it 
does not seem to be related to other 
infections which can be eradicated. 
Superficial resemblance to rheumatism 
and syphilitic arteritis has led to the 
use of salicylates and iodides, but 
neither of these has a proved value. 
Penicillin has not yet been used. The 
main treatment is palliative ; an aspirin- 
and-phenacetin combination will in all 
but the most severe cases give hours 
of relief. Addition of heroin or codeine 
will be required in more severe cases 
to give sleep at night. Nicotinic acid 
has been used with possible benefit. 
































The condition, though lasting many 
months in most cases, tends towards 
recovery in the majority. By this fact 
and the nature of the vascular reaction 
to the infection, some distinction can 
be made between it and polyarteritis 
nodosa and thrombo-angiitis oblit- 
erans. 

2 plates; bibliography of 12 refer- 
ences. 


Acute Effects of a Hot Saturated At- 
mosphere upon the Human Tem- 
perature, Heart Rate and Blood- 
Pressure, as Influenced by Age. 


VERNON J. MILLer, M.D.; AND FRED 
B. Moor, M.D., The British J. of 
Physical Med., 10 No. 6: 167-171 
(November-December) 1947. 


The reaction of human circulation 
to the application of external heat is 
closely related to the body’s tempera- 
ture-control mechanism. According to 
Bazett, the response to external heat 
is a reflex dilatation of skin arterioles, 
capillaries and venules, accompanied by 
constriction of internal vessels, especi- 
ally the splanchnics. The peripheral re- 
sistance is reduced to one-half or two- 
thirds of the normal, and this is to be 
compensated only partially by the in- 
ternal vasoconstriction. The balance is 
made up, however, by an increase in 
the cardiac output. One factor in early 
adjustment to heating procedures is an 
increase in blood volume by the trans- 
fer of fluid from the tissues to the 
blood-stream. Later, in the course of 
the heating procedure, fluid loss, 
through sweating, may actually cause 
blood concentration and decrease in 
volume. At this stage there is frequent- 
ly a compensatory vasoconstriction with 
an actual rise in blood-pressure, even 
though the patient may be on the verge 
of circulatory failure. Patients with 
serious cardiovascular damage are not 
considered to be safe risks for fever 
therapy. 

In the tests, the time required to 
reach a therapeutic temperature of 
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105° F. was 65 to 90 minutes with an 
average cabinet temperature of 115°. 
There was great similarity in the tem- 
perature responses to the hot saturated 
atmosphere at the various age levels; 
however, the reaction of the heart rate 
and Benson’s CHR/CBT value was 
not uniform for all age groups. All 
showed a slight primary rise in systolic 
pressure, lasting approximately 2 
hours, and then a gradual decline to a 
point below the previous normal. The 
diastolic pressure consistently fell to a 
level ranging from 25 to 50 millimetres 
Hg. 

1 figure; 3 tables; bibliography of 
5 references. 


Therapy of the Aged. 


Epwarp J. Strectitz, M.D., Med. An- 
nals of the District of Columbia, 17 
No. 4: 197-204 (April) 1948. 

The essential requisites of therapy 
of the aged are comprehension of the 
changes in function and structure in- 
duced by aging ; awareness of the func- 
tional consequences of degenerative 
disorders; prophylaxis continuously 
applied by periodic inventory of the 
aged with a search for early functional 
depreciations ; prevention of avoidable 
disease through correction, such as 
obesity, etc.; and thorough knowledge 
of the homeostatic mechanisms. 

Altered reaction in the aged to drugs 
is also very important. All the bar- 
biturates are likely to excite and con- 
fuse the old patient. Bromides and 
potassium thiocyanate frequently ac- 
‘cumulate because of impaired renal 
elimination and lead to severe intoxi- 
cation. Bromidism is often associated 
with excitation, and further ingestion 
of more bromide ions aggravates the 
condition. Paraldehyde is a safe seda- 
tive for aged patients. 

Tolerance for the nitrites and the 
alkyl nitrates, alcohol, and the opiates 
is increased in old age. Alcohol in 
moderation is useful in the manage- 
ment of the elderly. It supplies quick 
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fuel, relaxes tensions, increases appe- 
tite, and is probably helpful as a 
coronary vasodilator. 

With regard to nutrition, liberal 
amounts of the vitamin B complex are 
indicated. Frequent small feedings are 
often much better tolerated than large 
meals. Obesity is a more frequent and 
more serious problem in geriatric medi- 
cine than is undernutrition. 

The focus of therapy must be upon 
the individual rather than upon his 
disease. The individual is indivisible ; 
psyche and soma are one. Insulin does 
not suffice for the anxious diabetic nor 
does emotional equanimity come to 
the exhausted anemic patient. The in- 
terrelations of all the chemical and 
psycho-somatic components making up 
the individual demand consideration. 
The patient is more important than his 
disorders. 

3ibliography of 10 references. 


Institutional Facilities for the Care 
of the Aged. 


Joun J. GrirFin, Catholic Action, 30, 
Part I No. 3: 4-6 (March) and Part 
Il No. 4: 4-6 (April) 1948. 


The predictions that the implemen- 
tation of the social security programs 
would empty our institutions of the 
aged have not been verified by the 
eventualities. On the contrary, there is 
presently an alarming dearth of facili- 
ties, especially for the care of the chron- 
ically ill aged. Comparatively few homes 
accept the latter, most of the homes 
having very limited infirmary facilities 
and hence are not prepared to receive 
the incapacitated. 

Several Catholic sisterhoods are de- 
sirous of expanding present facilities 
and of undertaking new projects, but 
the lack of vocations precludes the re- 
alization of these objectives. With the 
slackening of vocations, the institutions 
for the aged are finding it necessary to 
engage an increasing number of lay 
employees. : 

The conviction that efficient institu- 


tional administration requires special- 
ized training appears to be emerging. 
If this should translate itself into posi- 
tive action, we may look forward to the 
introduction of schools or courses of in- 
stitutional management, including train- 
ing programs to remedy deficiencies in 
the skills of subordinate staff members 
as an accepted process in the education 
of apprentices and attendants. 

Concerning old people who might 
still be able to work, present conditions 
have combined to lessen the prestige 
and participation of both the senescent 
and the actually aged. The lighter 
tasks to be performed unhurriedly 
could readily be assumed by oldsters ; 
however, modern industry does not 
allow of gradually diminishing powers 
and generally insists on abrupt retire- 
ment at an arbitrarily established age. 
Then the older worker is formally 
sealed with the stigma of economic 
uselessness. 

Considering that 10,120,000 persons 
in this country are classified as aged 
(65 years and over), the enormous sig- 
nificance of the aforementioned factors 
becomes most impressive. Of these ten 
million aged people, only about 210,000, 
or approximately 2 per cent, are now 
receiving institutional care. Over 
1,600,000 aged persons are dependent 
on relatives, friends and churches. 

With regard to the physical features 
of our institutions for the aged, increas- 
ing attention is being paid to the im- 
provements. Narrow, irregular, poorly 
lighted corridors can be a real danger 
to the easily confused sense-defective 
aged, ‘and hence are being eliminated. 
Ordinary fire escapes are of little value 
to the awkward and infirm; therefore, 
a sufficient number of well-marked ex- 
its is essential. Another aspect of safety 
receiving special attention pertains to 
steps, particularly at the entrances. In 
some places ramps are supplanting 
stairs at slight inclines, especially where 
wheelchairs are also used. Surfacing, 
depth and guarding of stairs are most 
important. A banister at each side of 
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the stairway is recommended; broad 
landings are helpful. Non-skid flooring 
is desirable ; smooth stone flooring may 
become slippery when wet, and hence 
perilous to the easily unbalanced aged 
person. Placing of hand-railings along 
the corridor walls may be advantageous. 

The homes feature a variety of ar- 
rangements; some have all private, 
others semi-private rooms, whereas cer- 
tain institutions have small dormitories 
which are considered of advantage by 
some in catering to selected personality 
types. Most of the institutions described 
have rooms set aside as infirmaries. The 
need of hospital beds, X-ray and other 
equipment is being recognized. Diet 
kitchens are generally available. In a 
few institutions there are fully equipped 
dentists’ offices, and in one a special 
room for the chiropodist. In several, 
rooms are set aside for medical exami- 
nations of the aged patients, and some 
have doctors’ quarters for the use of 
non-resident physicians summoned late 
at night. 


Variations in Dermal Absorption 
with Age. 


. StRAuSS, JR. and H. NecHetes, The 
J. of Laboratory and Clinical Medi- 
cine, 33 No. 5: 612-617 (May) 1948. 
The activity of various bodily 

processes differs with age. It should 

be anticipated, therefore, that the 
rate or pattern of absorption of fluids 
from the skin will reflect such varia- 
tions. Tests were made in which dif- 
ferences in the absorption pattern of 
intradermally injected Evans blue in 
different age groups were demon- 
strated. The experimental data ob- 
tained fell within the range of the 
normal controls in each group, and it 

Was apparent upon analysis of all 

data, that age rather than a particu- 

lar disease, was the chief determin- 
ing factor in dermal absorption. 

Among the patients examined there 

were individuals up to 90 years of 

age. One-tenth cc. of a sterile solu- 


— 


un 


tion of Evans blue in normal saline 
(0.05 mg. per cc.) was injected intra- 
cutaneously in the forearm. The 
presence of a blanched, raised wheal 
with a surface appearance of orange 
peel was taken to indicate satisfac- 
tory injection. Within a period of 
from a few minutes to four or more 
hours the wheal disappeared, leav- 
ing a blue circular stain with well 
circumscribed edges. The stain in- 


‘creased or decreased in size at suc- 


cessive observations. In most of the 
adults the dye was either totally ab- 
sent or too faint to be measured at 
forty-eight hours. After four hours 
the younger groups had visible dye 
left in 90 to 97 per cent of the cases, 
while the two older groups showed 
visible dye in 57 to 79 per cent. 

Usually the initial wheal de- 
creased steadily in older subjects. 
Lymphatic absorption may play a 
larger role than absorption into the 
venous blood. It has been stated that 
the number of skin capillaries dimin- 
ishes with age, and one might assume 
that the number of lymphatic ves- 
sels diminishes likewise. Thus, in 
younger subjects, lymphatic absorp- 
tion may be greater than in the 
elderly. In the latter, turgor is low, 
elastic tissue is reduced, the epiderm- 
is and the deeper layers of the skin 
atrophy, and the skin has folds and, 
consequently, a greater surface area. 
It was hard to push the needle 
through the skin of the young; much 
more pressure had to be exerted to 
push the fluid into the skin. On a 
physical basis these differences may 
explain the larger initial wheals in 
the older subjects. In the older sub- 
jects the ready spread of the dye 
opens a larger absorbing area; initial 
absorption may be poor, due to few- 
er lymphatic vessels and for other 
reasons, but the secondary stage of 
absorption may be faster, due to the 
greater area occupied by the dye. 

Five tables; bibliography of 27 
references. 
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Bronchial Asthma in Patients Over 
the Age of Fifty-five Years. Diag- 
nosis and Treatment. 


ALBERT H. Rowe, M.D., and ALBERT 
Rowe, Jr., M.D., Annals of Allergy, 
5, No. 6: 509-518 (November-De- 
cember) 1947. 


Inhalant and food allergies are the 
usual causes of bronchial asthma. Elim- 
ination diets have been used to study 
suspected food sensitization as a cause 
of bronchial asthma, especially in the 
elderly. The cereal-free elimination diet 
has been preferred because of frequency 
of allergy to certain cereal grains, as 
well as to milk, egg, wheat, chocolate, 
and other foods excluded from the diet. 
Clinical food allergy rarely could be 
demonstrated by skin testing. 

The treatment of inhalant allergy 
has required strict environmental con- 
trol when indicated and desensitization 
with inhalants which could not be ex- 
cluded from the air of the patient’s en- 
vironment. Though gradually increas- 
ing and final large doses of antigens 
were necessary for good results, some 
cases required extremely weak dilu- 


tions, especially during co-seasonal 
therapy. 
The minimal evidence of infective 


asthma due to bacterial allergy and of 
unknown obscure intrinsic causes in 
the elderly coincides with authors’ 
experience in other ages. 

The symptomatic control of bron- 
chial asthma consists of Ephedrine by 
mouth with or without small doses of 
barbital; Aminophyllin, 3 to 6 grains 
by mouth, every six hours if neces- 
sary ; potassium or sodium iodide, 5 to 
20 drops of saturated solution in water, 
two to four times daily; Pyribenza- 
mine or Benadryl by mouth; Epineph- 
rine 1:100 by inhalation ; same 1 :1000 
subcutaneously, 0.3 c.c. to 0.8 c.c. 
every two hours if required ; Epineph- 
rine in gelatin intramuscularly for 
more prolonged effect ; Aminophyllin, 
3.5 to 7.5 grains by vein during a 
three to five minute period every eight 
hours for severe symptoms. 
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Sedatives of all types are contra- 
indicated, also morphine and other 
opiates, since they depress respiration 
and, at times, result in death. Anti- 
biotics are required when a secondary 
bacterial infection is present. 

6 tables; bibliography of 14 refer- 
ences. 


Psychiatric Aspects of Senility. 


A. WARREN STEARNS, M.D., and AL- 
BERT ULLMAN, M. Eb.. The J. of the 
Maine Med. Assoc., 38 No. 11: 257- 

263 & 267 (November) 1947. 

It has been widely recognized that 
older people are being committed to 
hospitals for mental disease in increas- 
ing numbers. This is attributed to the 
increasing perplexities and hazards of 
modern life and to the callousness of 
modern youth, who are unwilling to 
assume the responsibilities of caring 
for their elders. Therefore, hospitals 
are increasingly burdened by admission 
of old and feeble patients, many of 
them bedfast, for whom the prospect 
of recovery is slight; therefore, per- 
sonnel requirements are high and the 
results practically nil. However, there 
is considerable confusion of thought 
in differentiating between psychotic 
states and those conditions of dotage 
which usually imply some lessening of 
mental efficiency and changes in tem- 
perament. 

The increase of aged persons in 
state hospitals is believed to represent 
a social change by which aged sick 
people are cared for in hospitals. It 
will be of great significance in hospital 
planning, because many old _ people 
will be merely infirmary cases who will 
not be able to travel long distances 
to cafeterias or rustle for their meals. 
They will need elevators and ramps 
rather than staircases and tremendous- 
ly expanding medical attention. More 
physicians, more nurses and _ hospital 
facilities will be necessary. 

“Social betterment,” especially with 
regard to the above, is urgently re- 
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quired. In Massachusetts $8 per week 
is available for a person who is totally 
disabled and requires twenty-four 
hours a day nursing care, while if an 
individual is perfectly healthy and, at 
the age of 65, elects not to work, there 
is little difficulty in his getting a mini- 
mum of $40 monthly and an average 
of $52 per month. It seems worth while 
to say that in our zeal for social better- 
ment we should not lose sight of the 
needs of the grossly handicapped. 

10 tables; bibliography of 21 refer- 
ences. 


Surgery in the Aged. 

C. Sruart Wetcu, M.D., The New 
England J. of Med., 238, No. 24: 
821-831 (June 10) 1948. 

Operative surgery in patients be- 
yond the age of seventy has been dem- 
onstrated in the experience of recent 
years to be relatively safe. The former 
higher surgical mortality rates in these 
patients are constantly decreasing, and 
more extensive and formidable pro- 
cedures are successfully applied. 





GERIATRICS 


Diseases of the heart and blood ves- 
sels represent the principal causes of 
death among patients who succumb 
during the postoperative period for 
reasons not directly related to opera- 
tive work. Not only is the circulatory 
mechanism easily embarrassed in the 
aged with peritonitis, pneumonia and 
sepsis, but also sudden cardiac and 
peripheral arterial accidents are un- 
fortunately common. Cardiovascular 
complications represent the “béte 
noire” of surgery in the old patient. 
The average age of all patients in the 
series under consideration was seventy- 
four. In the fields of orthopedic and 
vascular surgery, however, the aver- 
age age was seventy-seven. Eighty-five 
persons were eighty years of age, and 
five were in their nineties. 

Quigley reported a mortality of 13 
per cent for biliary surgery in patients 
aged sixty-five and over with gall- 
stones and has clearly pointed out the 
increased morbidity accompanying sur- 
gery for this disease in the aged as 
related to complicating factors of acute 





(Metrazol - Powerful, Quick Acting Central Stimulant 


COUNCIL ACCEPTED 


ORALLY - for respiratory and circulatory support 
BY INJECTION - for resuscitation in the emergency 















INJECT | to 3 cc. Metrazol as a 
restorative in circulatory and respiratory 
failure, in barbiturate or morphine poi- 
soning and in asphyxia. PRESCRIBE | 
or 2 Metrazol tablets for a stimulating- 
tonic effect to supplement symptomatic 
treatment of chronic cardiac disease and 
fatigue states. 

AMPULES - | and 3 cc. (each cc. contains 134 grains.) 


TABLETS - 1's grains. 
ORAL SOLUTION - (10% aqueous solution.) 














to Special Diets—with Luscious 
seMOURT) Beef, Veal, Liver 





Gerber’s join hands with Armour to All low in fat, Gerber’s Beef, Veal and 
supplement special diets with delicious, Liver average 3.4%. Outstanding for 
highly digestible lean meats. Excellent texture, color and flavor—all with nat- 
sources of indispensable amino - ural meat juices. Strained or Junior— 
acids. Gerber’s smoothly strained a” one low price! 









or uniformly particulated meats 
are economical! All-meat, no waste! 
Ready to heat and eat! 


For complete analyses and 
further information write to 
Dept. JG9-8, Gerber’s, Fre- 
mont, Mich. 

SS Accepted by the Council 
Jay. 0” Foods and Nutrition 
% : of the American Medical 


* wre = iat 
Association. 


erber’ 


FREMONT, MICH. * OAKLAND, CAL. 
3 CEREALS + 20 STRAINED FOODS «+ 15 JUNIOR FOODS 
3 STRAINED MEATS + 3 JUNIOR MEATS 























ETAMORPHOSIS 


fe 


N GERIATRICS, SPECIAYMETHODS of prepa 


quate intake of milk2—that ‘most satisfactory”’ 
of foods for old people.! * Which is why geria- 
tricians increasingly specify “Junket’’ Brand 
Rennet Powder or Tablets to transform un- 
cooked milk into equally nutritious and even 
more easily digestible rennet-custards. Their 
delicious flavors and tongue-caressing smooth- 
ness embody a special appetite appeal, and 
help to solve many geriatric feeding problems. 


“JUNKET” RENNET POWDER is available in six 
popular flavors, already sweetened. “JUNKET’ 
RENNET TABLETS — not sweetened or flavored. 


“JUNKET’’ BRAND FOODS 


Division of Chr. Hansen's Laboratory, Inc. 


LITTLE FALLS, N. Y. 


1. Brown, S. A.: In Problems of Aging and Old Age, 
1928-1929, p. 1090. 


2. Sebrell, W. H.: In Geriatric Medicine, Edit. by R. J. 
Stieglitz, 1943, pp. 209-10. 


“JUNKET” is the trade- 
mark of Chr. Hansen’‘s 
Laboratory, Inc. for its 
rennet and other food 
products, and is regis- 
tered in the United 
States and Canada. 


: ; i : 
ration are often necesstiry to insure an ade- © 



















330 GERIATRICS 


cholecsystitis and obstructive jaundice. 

Regarding relief of pain by neuro- 
surgical procedures, operation of pre- 
frontal lobotomy, now under trial, may 
become especially useful in the aged 
group. Tic douloureux is frequently 
encountered in the aged, and relief of 
persistent pain after herpes zoster, pe- 
culiar to such patients, also presents 
the need for operative neurosurgery. 

The high mortality rates among the 
elderly undergoing surgery as an emer- 
gency can be avoided by earlier diag- 
nosis and planned surgery at a safer 
time in many cases. Early diagnosis 
and prompt acceptance of surgery in 
old patients with cancer seem to offer 
a particularly fruitful field for im- 
provement. 


3 figures ; 5 tables ; 60 references. 


The Preparation of Elderly Patients 
for Large-scale Operations. 


ABRAHAM QO. WILENSKy, M.D., New 
York State Med. J., 47 No. 22: 
2432-2435 (November 15) 1947. 


Among other items, modern surgery 
has achieved great successes because 
of better appreciation of the role of 
independent or resultant associated ab- 
normalities or disease commonly com- 
plicating the essential lesion for which 
surgery is contemplated. The asso- 
ciated abnormalities include: protein 
deficiency states and hypoproteinemia ; 
anemia; various forms of circulatory 
and cardiorenal diseases, including 
embolic lesions in the brain, lungs etc., 
and diabetes. These extraneous factors 
increase in frequency and _ severity 
with the advancing age of the patient, 
the presence of a malignancy, and the 
severity of the surgical lesion. 

There is no objection, either in mild 
or severe cases of diabetes to having 
the patient completely sugar-free. 
When acidosis is present, or in bad 
diabetics, sometimes careful jockeying 
of diet and insulin is necessary, before 
the patient is ready for operation. It 
is advisable to reduce the glycosuria 











Insure All Possible Comfort and Security! 





No patient requiring a colostomy outfit is truly 
comfortable. But Davol Colostomy Outfits provide 
a firm, natural fit that gives the wearer a sense of 
security. Constructed to minimize “leakage,” Davol 
Colostomy Outfits protect efficiently and comfortably. 


Each one is carefully made of the finest, flexible 
rubber, especially soft and supple. 


To meet the requirements of each patient, Davol 
Colostomy Outfits come in a variety of styles 
and sizes. 


Brick Style Grenfell Style Davol Style Davol Style 








eid. Nebidtiniainite with light wire — Without Frame —With Frame 
pouch. rame and broad, Wich inflatable With ligh i 
fortable elas- i ; oberg 
a eau. = pneumatic cush- frame. Inflatable, 
ion, soft pouch pneumatic cush- 
with reinforced ion, 
back. 





DAVOL RUBBER COMPANY, PROVIDENCE 2, RHODE ISLAND 





we 








to around 0.5 per cent only but any 
acidosis should be eliminated. 

As regards protein deficiency and 
hvnoproteinemia, a general deteriora- 
tion caused thereby has been shown 
to be tied up with the albumin and 
globulin fractions of the protein me- 
tabolism. The use of predigested pro- 
teins (hydrolysates) is recommended. 

The emphasis which has been placed 
on correcting dehydration and electro- 
lyte losses before and after operation, 
has often been accompanied by failure 
to consider the mechanism involved in 
keeping fluids in the blood vessels. 
Proper control of the fluid and elec- 
trolyte balance is not possible in sur- 
gical patients receiving parenteral 
fluids, unless the serum-protein con- 
centration is maintained within normal 
limits. 

When cardiovascular disease is pres- 
ent, it necessarily becomes a major 
factor in the preparation for operation. 


Most patients in the later periods of 


life have more or less hypertension. 
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However, usually this does not in- 
fluence the choice of the method and 
the drug used for anesthesia. 

In all patients the attempt should be 
made to minimize postoperative bac- 
terial infection by the use of penicillin 
and the sulfa drug group, preopera- 
tively, locally in the operative area at 
the conclusion of the operation, as well 
as postoperatively. 


Transurethral Surgery in Patients 

Past Eighty Years of Age. 
Wittiam A. Miner, M.D., New 

York State J. of Med., 48 No. 7: 

799-800 (April) 1948. 

Since January, 1942, 180 patients 
of eighty years or more have been 
operated for prostatism. In order to 
obtain satisfactory results, meticulous 
attention must be paid pre- and post- 
operatively. In preoperative prepara- 
tion catheter drainage should be used, 
if necessary, to reduce high blood 
chemistries. Urinary output should be 














Its Virtue in the Treatment and Prevention of 


DERMATOMYCOSIS PEDIS 


(“ATHLETE’S FOOT”’’) 


is that IT IS STRONGLY FUNGICIDAL ... YET 


VIRTUALLY NON-IRRITATING 


Desenex 


S. PAT. OFF 


Brand of ZINCUNDECATE 


with this potent antimycotic “team” (undecylenic 
acid-zinc undecylenate)—in the form of DESENEX 


OINTMENT 
Undecylenic Acid 5% 
Zinc Undecylenate 20% 

Tubes of 1 0z., Jars of 1 Ib. 


POWDER 
Undecylenic Acid 2% erm? 


apy for most fungus infections... . 


Desenex provides physicians with an effective ther- 


Ointment and Powder is generally achieved in one 


or two weeks. 


f COUNCIL OF Samples and literature sent on request. 


Zinc Undecylenate 20% DRARMACY 


Sifter packages of 114 oz. ys 
Containers of 1 Ib. cota 
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WALLACE & TIERNAN PRODUCTS, INC. 


BELLEVILLE 9, NEW JERSEY, U.S. A. 
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Older patients whose digestion is impaired, 
but whose activities require more than an 
invalid’s diet, can be helped by modern gel- 
cookery. 

By this method of food preparation Knox 
gelatine is combined with an endless variety 
of food combinations—such as fish, meats, 
eggs, vegetables, fruits or other foods within 
a prescribed diet, to make dietary eating a 
pleasure rather than a chore. 

Unlike factory-flavored gelatinedessert 

powders, which are about 85 percent sugar 
and only about 10 percent gelatine, Knox 
gelatine is all protein, no sugar. 
Free Diets and Recipes. A series of special dietary book- 
lets with suggested menus and recipes for prescribed 
diets, are free on request. Address Knox Gelatine, 
Dept. K-5, Johnstown, New. York. 


SPANISH CREAM 


Bland, delicious, nourishing and easily digested 
for the whole family 
In top of double boiler 


GEL-COOKERY for the tired 


digestive system 
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eMaAy 
KNOX 7° 


US.P. PLAIN 


Two sizes—1 ounce (4 envelopes) 
and V2 pound (32 envelopes) 





Soften: 1 envelope Knox gelatine 
in: 3 cups cold milk 

Place over hot water 

Add: 1% cup sugar 
Stir until dissolved 
Beat slightly: 3 egg yolks 

Add: 4 teaspoon salt 
Slowly add the milk mixture to the beaten yolks. 
Return to the double boiler and cook, stirring 
constantly, until mixture is of soft custard con- 
sistency. Remove from heat. 

Add: 1 teaspoon vanilla 

Beat: 3 egg whites until stiff 
Fold into custard mixture. Pour into one large or 
individual molds that have been rinsed in cold 
water. Chill until firm. Unmold and serve with 
whipped cream or fruit. Note: This mixture will 
separate and form a jelly on the bottom and a 
fluffy custard on top. If you do not wish this 
separation, allow custard to cool until mixture 
begins to stiffen before adding the stiffly beaten 
egg whites. 





KNOX 


Gelatine 


U.S, &. 


Plain, Unflavored Gelatine 
All Protein— No Sugar 
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kept at a high level by forcing fluids. 
An opiate, or a rapidly secreted bar- 
biturate is the best in the way of drugs ; 
small doses of scopolamine are often 
helpful. No preoperative sedation is 
administered, but an enema is given 
the night before operation. Postopera- 
tive morbidity is greatly reduced by 
complete removal of the gland down 
to the surgical capsule. Blood loss 
should be kept at a minimum. After 
the operation the patients are encour- 


GERIATRICS 


liters of fluids are given intravenously. 
Patients are usually allowed out of 
bed on the second day. 

Although the mortality of operation 
in senescent people is 6 per cent, the 
mortality of untreated prostatism 
reaches almost 100 per cent. Cancer 
of the prostate is far more prevalent 
in this age group than in younger men. 
However, from author’s experience it 
may be deduced that men past eighty 
need no longer be told that they are too 


aged to drink copiously; one or two old for surgery. 





Results of a National Health Survey indicate a large 
percentage of persons reaching 65 years of age have 
disabling digestive diseases.* In the treatment of such 
disorders, KONSYL is especially indicated because of its 
safe and gentle as well as effective action in establishing 
regular intestinal activity. KONSYL can be prescribed with 
the assurance that it will not irritate the most sensitive gastro- 
intestinal lining. Elderly patients who have had difficulty with 
bowel-movements for several years will find sharp relief 
in the easy, well lubricated evacuations KONSYL treatment 
will afford them. Send for a free professional sample today 
and test the benefits of KONSYL in your own practice. 
*Source—U. S. Public Health Service Survey showed 22.8% 


MANUFACTURERS OF 
lL. A. FORMULA 


CONTAINING LACTOSE, 
DEXTROSE AND PLANTAGO 
OVATA CONCENTRATE 


Burton, Parsons ¥ Co. 1515 u st., N. W., WASHINGTON 9, D. C. 











BURNHAM SOLUBLE IODINE 


Ask for Low Cholesterol Diet Lists for usé with 15-20 
drops “B.S.1.” t.i.d. in 4% glass water—in atherosclerosis, 


“B.S.1.” sample also on request. 


Burnham Soluble lodine Co., Auburndale 66, Boston, Mass. 





























for the convalescent 





hemoglobin beilep 


PLUS nutritional support 


Slow regeneration of blood is one of the most frequent—and often unappre- 
ciated—reasons for delayed and inadequate convalescence after both acute and 
prolonged illnesses as well as after surgery. This is not surprising since even in 
otherwise healthy individuals a drop of only 10 or 15 percent in the hemoglobin 
level commonly produces definite asthenia and easy fatigability. Cytora is of 
particular value for convalescents because it provides important factors necessary 
for rebuilding blood plus other dietary essentials; each Cytora tablet supplies liberal 
quantities of iron, folic acid, liver concentrate, vitamin C and five B-complex factors. 
The pharmaceutical skill exercised in compounding Cytora tablets assures optimal 
absorption of the active ingredients and minimizes gastric disturbances. Cytora also 
eliminates a senseless multiplication of medications for the convalescent who might 
otherwise require several individual medicinal agents to rebuild his blood and im- 


prove his nutrition. Cytora is available in bottles of 100, 250, and 1000 tablets. 


ROCHE-ORGANON INC., ROCHE PARK, NUTLEY 10, N. J. 
r 9 


DAILY DOSE (6 TABLETS) PROVIDES: 


Ferrous Sulfate 600.0 mg 

Folic Acid 4.5mg 

liver Concentrate : 900.0 mg 

Vitamin C 150.0 mg 

Vitamin By 6.0 mg 

Vitamin By 6.0 mg 

c , Vitamin By .*~ 3.0'mg 
Roche-Ovganon Niacinamide 30.01mg 
i Calcium Pantothenate 6.0 mg 


plus other factors naturally 
present in liver concentrate 
H Available in bottles of 
—_ ora — Reg. 
T.M—Cytora eg. U.S. Pat. OF. 100, 250 and 1000 
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For a lady 






in distress 
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in life and living. 


The anti-depressant of 


in the menopause 


© 


*T. M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 


Dexedrine’ Sulfate 
relieves 

much of the distress 
of the menopause... 
by reawakening the 
patient’s optimism 
and mental alertness 


... by restoring her feeling of energy and 
well-being... by reviving her interest 


Unlike d-desoxyephedrine, ‘Dexedrine’ 
produces a uniquely “smooth” anti-depressant 
effect. It can be depended upon to improve 
the mood and brighten the outlook without 
giving the patient the uncomfortable 


feeling of “drug stimulation”. 


Dexedrine’® Sulfate tebe & ris 


choice 


Smith, Kline & French Laboratories, Philadelphia 
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You know that, when you recommend giving 
up coffee, elderly patients resist less—and find 
it easier to break a deeply entrenched habit— 
if you recommend POSTUM instead. 


So, we’ll be happy to send one week’s supply 
of POSTUM, free of charge, to each of your 
patients you have taken off coffee. 

Please fill out the address form at right. Mail 
to POSTUM, Box 57, Battle Creek, Michigan. 
Very promptly they’ll receive—with your com- 
pliments and ours—their free POSTUM .. . Of 


course, this places no obligation of any kind . 


upon either you or your patients. 


* * * 


In susceptible individuals excessive use of caffein 
produces abnormal acid secretions that harmfully 
affect the lining of the stomach. Caffein also is a 
stimulant that acts on the brain and central nerv- 
ous system. While many people can drink coffee 
or tea without ill-effect—for others, even one or 
two cups may result in indigestion, hypertension 
and sleepless nights. See ‘‘Caffein and Peptic Ulcer’ 
by Drs. J. A. Roth, A. C. Ivy, and A. J. Atkinson— 
A. M.A. Journal, Nov. 25, 1944. 
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To help ven help coffee “backsliders”. . . 
a free supply of Postum! 
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Return to: Postum, Box 57, Battle Creek, Michigan 
any time before Nov. 1, 1948 


Offer good only in continental U.S. A. 








FOR EFFECTIVELY REGULATING BOWEL ACTION 








KONDREMUL 


TYPES 
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THE E. L. PATCH COMPANY soston, mass. 
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AN EMULSION OF MINERAL OIL AND IRISH MOSS 


KONDREMUL Plain (containing 55%, mineral oil). 


KONDREMUL with non-bitter Extract of Cascara (4.42 
Gm. per 100 cc.) 


KONDREMUL with Phenolphthalein — .|3 Gm. (2.2 grs.) 
phenolphthalein per tablespoonful. 





Kondremul is effective in both atonic and spastic 
constipation. Its smooth, yet reliable, action is 
accomplished without griping, and it is free from 


roughage. 


Canadian Distributors: 


Charles E. Frosst & Co., Box 247, Montreal, Quebec 
























Ambulant patients are promptly relieved of distressing urinary 

symptoms in a large percentage of cases through the simple 

| procedure of administering Pyridium in a dosage of 2 tablets 
t.i.d. 

Following oral administration, Pyridium produces a definite 
analgesic effect on the urogenital mucosa. This palliative 
action contributes to the prompt and effective relief that is so 
gratifying to patients suffering from disturbing symptoms such 
as painful, urgent, and frequent urination, nocturia, and 
tenesmus. 

Therapeutic doses of Pyridium may be administered through- 
out the course of treatment of uncomplicated cystitis, 
pyelonephritis, prostatitis, and urethritis, with virtually no 
danger of serious side reactions. 


Literature on Request 


PYRIDIUM 


(Brand of Phenylazo-diamino-pyridine HCl) 
MERCK & CO., Inc. RAHWAY, N. J. 
Manufacturing Chemists 








in Canada: MERCK & CO., Ltd. — Montreal, Que. 





— rough 
Urogenital 


Analgesia 


Pyridium is the trade-mark of 

the Pyridium Corporation for 

ts Brand of Phenyloazo- 

diamino-pyridine HCl. Merck 

& Co., Inc., sole distributors 
n the United Stotes 
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Se and during convalescence 
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in general, candy is a welcome “‘bright spot 


in the sickroom. 

First of all, it gives the patient a psychic stimu- 
lus which few other foods can give. For candy is 
more than merely food—it embodies a bit of the 
joy of living which every physician desires for 
his patient, which every patient needs to hasten 
recovery. 

Second, the sugars in candy are readily utilized 
and calorically valuable, at a time when calories 
mean so much in the therapeutic regimen. 


Third, many of the confections appreciated in 


the sickroom are those in the manufacture of 


which fruits, eggs, milk and cream are used. To 
this extent they contribute biologically adequate 
protein, vitamins, and minerals. 


1 NORTH LA SALLE STREET + CHICAGO 2, ILLINOIS 


This too is 
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0: How Can Het Ralston Cereal Aid 
Older Patients ! 


. By helping combat common constipation, 
a by releasing extra energy from foods; by 
supplying needed protein. 


Hot Ralston 1s Whole Grain Wheat 
With Added Wheat Germ 


The wheat germ—best cereal source of thi 

promotes int inal health; W ole grain gent. 

normal sntestinal activity: Vitamin Bi also helps yelease 
measure of energy from carbohydrate foods. 


Supplies Prot Biological Value 


pody tissues- M 


And older patients need prot 
of this protein can come rom hot 
that supplied py meat, milk, cheese- 


Satisfying Flavor 
Hot Ralston, with its added wheat germ, has a rich heart-of- 
wheat-flavor that adds interest to bland diets. 


TWO KINDS QF HOT RALSTON 











J. H., white male, ag& 99—incapac 
itated. Both feet ac 

with weeping, Ve 

Skin was prawny> 


color. Marked pain and pruritus 


OINTMENT 
Sodium 
propionate 12.3% Pp e 15% Pp e 2 
propionic acid d i 5% propionic acid 2 
Sodium caprylate 10% Zinc capry ate Sodium caprylate 
inc caprylate 5% 





pottle convenient 


2 oz. canister for day Z. 
time office treatment 


dusting for 


10z. tube preferable for 
yse at night 


pHILADELPHIA 3, PA- 








Stimulation of urinary secretion with 
Salyrgan-Theophylline appears to be 
due chiefly to its renal action 
consisting of depression of tubular 
reabsorption. In addition, there is a 
direct influence on edematous tissue, 


mobilizing sodium chloride and water. 


Salyrgan-Theophylline is indicated 
primarily in congestive heart failure 
| when edema and dyspnea persist 
after rest and adequate digitalization. 
Gratifying diuresis usually sets in 
promptly and often totals from 3000 


to 4000 cc. in twenty-four hours. 


Injections at about weekly intervals 
help to insure circulatory balance for 
long periods of time. 


Good results may also be obtained in 


chronic nephritis and nephrosis. 





SALYRGAN, trademark Reg. U. S. Pat. Off. & Canada 





Brand of Mersalyl and Theophylline 


WELL TOLERATED POTENT MERCURIAL DIURETIC 


Ampuls of 1 cc. and 2 cc. for 
intramuscular and intravenous injection. 
Enteric coated tablets for oral use. 


New York 13, N. Y. WINDSOR, ONT. 


Hand in Glove 


with Advanced Age 


There is a way to lighten the burden of nutritional 
privation in older individuals. The method is the routine 
prescription of GERILAC to supplement the diet of your 
elderly patients. This will be particularly appreciated by those 


with whom material want goes “hand in glove” with advanced age. 


At a cost of only 19¢ a day, Gerilac is all the more 
economical because it does not require mixing with milk. One 
reliquefied pint of Gerilac provides of the proteins, a full 
allowance of each of the necessary vitamins* and minerals, 
and 300 calories in two 8-ounce glasses of tasty drink. 
With this fortified formula of spray dried whole milk and 
skim milk, Gerilac provides a specifically designed 


economical preparation for the aged. 


GERIEAC 


the pleasant complete nutritional 


supplement for the aged 
PI 


BORDEN’S PRESCRIPTION PRODUCTS DIVISION 350 Madison Avenue, New York 17, N.Y. 


*as recommended by the National Research Council 





